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ame frequent occurrence of haemolytic streptococcal epidemics in various 

service establishments during the war has brought strikingly to the fore 
the difficulties in making,an accurate diagnosis of this disease on clinical 
grounds. In the past few years three methods of diagnosis have been used: 
first, the clinical one of finding a red throat or exudate; secondly, the finding of 
a positive throat culture; and thirdly, the recent use of the antistreptolysin titre 
as evidence of an antibody reaction to the organism. In the last year and a half, 
the Commission on Acute Respiratory Disease? in the United States Army has 
published two interesting reports? * on the problem that have added to our 
diagnostic concepts. Up to the present time, we have tended to rely on the pres- 
ence of exudate in the throat in making a clinical diagnosis of a streptococcal 
infection. The Commission has shown that only half of these cases with exu- 
date have B-haemolytic streptococci in their throats and only a quarter have a 
significant rise in antibodies. From their data, they conclude that the vast 
majority showing no rise in antibodies are not suffering from a streptococcal 
infection. Only 6 per cent of their patients admitted to hospital with respira- 
tory disease developed streptococcal antibodies. 

The investigative approach to this problem hinges round the use of anti- 
streptolysin titre as the fundamental factor in diagnosis. Coburn’ was the first 
to make much clinical use of this particular antibody and demonstrated its value 
in contributing to the diagnosis of a streptococcal infection in rheumatic fever. 
Since then, its usefulness has been shown in several studies. Jones and Mote* 
found that over 90 per cent of severe follicular tonsillitis cases with haemolytic 
streptococci present in heavy growth also had a rise in antistreptolysin titre 
during convalescence. However, they found that only 78 per cent of uncompli- 
cated cases of scarlet fever had a similar rise. In the complicated cases it was 
higher—95 per cent. Their conclusion was that, while this antibody was not 
always elevated in the presence of a haemolytic streptococcal infection, it 


127 











128 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 37 


rarely showed a significant rise when evidence of a haemolytic streptococcal in- 
fection did fot exist. 

More recently, it has been shown® that, in a food-borne epidemic due to 
B-haemolytic streptococcus, 85 per cent of the hospitalized patients developed 
a significant rise in antistreptolysin. 

In 180 cases of acute respiratory disease with no haemolytic streptococci 
in their throats, studied by the commission,* only 9 had a rise in their anti- 
streptolysin titre. Three of these 9 cases were subsequently found to have de- 
veloped a cross-infection with the streptococcus while in hospital. In the face 
of this evidence, they supported the conclusion of Jones et al.‘ that one rarely 
finds this specific antibody developing when signs of a streptococcal infection 
do not exist. In view of the difficulty in culturing haemolytic streptococci from 
the throat in many instances, it would not be surprising to find an occasional 
case who had suffered a streptococcal infection and yet had negative throat 
cultures. 

The actual use of antistreptolysin titre is academic rather than practical, 
since blood must be taken at the time of the infection and the titre compared 
with that taken a month later. In practice, then, it has little place in diagnosis 
or treatment. However, as an investigative procedure, the implications of such 
studies have direct bearing on both diagnosis and treatment in general practice. 
This has been demonstrated by several reports and is shown again in this study. 

We were anxious to consider the question of how a diagnosis of a haemo- 
lytic streptococcal infection could be best arrived at in general practice and in 
hospital practice. The direct application of such information would be in treat- 
ing suitable cases. Recently,® it has been shown that a large percentage of 
patients with streptococci in their throats can be made rid of their organisms by 
appropriate treatment with penicillin. Since such a large number of sore throats 
have no haemolytic streptococci on culture, it would obviously be a waste of 
time, effort and money to attempt to treat them all. 

We wish, therefore, to consider what diagnostic criteria, clinical and labora- 
tory, will justify the use of this specific therapy. 


METHOp oF STUDY 


Data were collected on two groups of patients. The first comprised those 
admitted to hospital with acute pharyngitis and positive throat cultures for 
B-haemolytic streptococci, Lancefield A. The second group was composed of 
patients with acute nasopharyngitis who, after admission to hospital, were found 
to have no B-haemolytic streptococci in their throats. In this second group, 
certain minimal clinical data were collected. In the first group a more exten- 
sive bacteriological investigation was carried out. 

The following procedures were done routinely: (1) History and physical 
examination were recorded on admission to hospital. (2) Each case had a 
white blood count done on admission. (3) Each case had two throat swabs 
taken an hour or two apart. Every effort was made to employ uniform tech- 
nique in taking and planting of throat swabs with minimum of time between 
taking and planting. The swabs were immediately streaked on blood agar, and 
on the following day the haemolytic streptococci were picked off and incubated 
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in broth for Lancefield grouping. The £-haemolytic streptococci were reported 
in 4 categories according to degree of growth: (1) few, (2) moderate, (3) 
many, (4) heavy. The original streptococcus obtained in each case was planted 
on meat mash and forwarded to Dr. E. T. Bynoe in Ottawa, for typing. 

In those patients that had positive throat cultures, blood was drawn for 
antistreptolysin titre. This was carried out by the method of Hodge and Swift.* 
The patients who harboured Lancefield group A were recalled at the end of 
a month and the titre repeated for evidence of an increase in antibody. Criteria 
for significant rise in titre was taken as 2 tubes as assessed by Mote and Jones. 

In 112 instances, swabs were taken of the nasopharynx with special (West) 
swabs. In only 2 cases were these found to be positive when the throat swabs 
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Ficure I 


FREQUENCY OF SIGNS AND SYMPTOMS IN EACH oF THREE CATEGORIES IN 
Acute NASOPHARYNGITIS 


A. Solid black bars—56 cases with haemolytic streptococci Group A in their throats and 
a significant rise in antistreptolysin titre. 

A. Diagonal bars—46 cases with haemolytic streptococci Group A in their throats and no 
significant rise in antistreptolysin titre. 

C Crossed diagonal bars—234 cases with acute nasopharyngitis who had no haemolytic 
streptococci in their throat cultures. 
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were negative for haemolytic streptococci. For this reason, it was not con- 
sidered a useful adjunct to throat swabbing. Approximately one-third of the 
cases with positive streptococcal swabs were from H.M.C.S. “Stapacona” and 
two-thirds were from H.M.C.S. “Cornwatuis”. Those with negative swabs 
were all from H.M.C.S. “CorNwWALLIs”. 


RESULTS 

There were 102 cases of nasopharyngitis who had f-haemolytic strepto- 
cocci (Lancefield A) on throat culture and who also had an antistreptolysin 
titre done on admission to hospital and one month later. These cases were 
divided into two groups, A and B. Group A included all those that had a signi- 
ficant rise in antistreptolysin titre during convalescence, and group B those that 
had no such rise. Two hundred and thirty-four cases of acute nasopharyngitis 
who had no f-haemolytic streptococci in their throat cultures are referred to 
as Group C. 

The incidence of various signs and symptoms was determined in each of 
these three groups and set down in Figure I. It will be noted that fever was 
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Ficure II 
Percentage of cases showing significant rise in antistreptolysin titre by groups according 
to signs and symptoms. 
*The whole group combined 102 cases of nasopharyngitis with haemolytic strepto- 


cocci Group A in their throats. Shaded area indicates percentage rise in antistreptolysin 
titre. 
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present in nearly all cases. This is to be expected, since admission to hospital 
for pharyngitis was usually based on the presence of a temperature of 100°F. 
or more. Chilliness was much less common in the non-streptococcal group. 
Headache occurred in about the same frequency in groups B and C, but both 
were much lower than A. This is one helpful point in attempting to differen- 
tiate these groups clinically. A sore throat was common in all groups. In the 
past, we have been apt to conclude that a sore throat was probably streptococcal 
in origin. There is little basis for this. 

Cough is a useful symptom because it appears to be very common in the 
non-streptococcal group (C) while it is uncommon in the proven streptococcal 
cases (A). 

Exudate also showed a divergence of incidence in the different groups. 
Two-thirds of the A group had exudate while less than one-quarter showed 
this sign in group C. 

The white blood count was elevated to 12,000 or over in 70 per cent of 
the proven haemolytic streptococcal group, while groups B and C had counts 
of 12,000 or over in only 30 per cent and 21 per cent respectively. 

As might be expected, there was a much higher incidence of heavy growth 
of B-haemolytic streptococci in those who had a rise in antibodies than in those 
with no rise. But it is interesting to note that a heavy growth occurred in as 
high as 27 per cent of those that had no increase in their antistreptolysin titre. 
It is difficult not to believe that at least some of these were caused by active 
streptococcal disease. 

It should be pointed out that group B held the middle ground between A 
and C in a few instances—notably, cough, exudate and chilliness. 

In institutional or hospital practice, one frequently has the result of a 
throat culture available as an aid to diagnosis. Approaching the problem from 
this point of view, we have grouped together all the cases that had haemolytic 
streptococci, Lancefield A, in their throats. These are shown in Figure II. 
The various signs and symptoms are shown in graphic form in relation to a 
significant rise in antibodies. Fifty-four per cent of the whole group of 102 
cases developed antibodies. This corresponds closely with the findings of the 
Respiratory Commission when only Lancefield A strains are considered. 

Redness of throat, fever, exudate, and headache are frequently found while 
cough and elevated white blood count are less common in the group as a whole. 
The percentage with a rise in antibodies is higher in those with enlarged cervi- 
cal glands and high white count but the actual number is !ower. Thus, if one 
sacrifices a certain accuracy of diagnosis, the greatest number of definite haemo- 
lytic streptococcal infections are included by merely taking all those that have 
haemolytic streptococci Laneefield A in their throats. 

When the patient is first admitted to hospital, the history appears to be 
of considerable value in making a diagnosis. In Figure III, the frequency of 
various symptoms before admission is listed, and beside them is recorded 
their duration. 

It will be noted that the presence of headache and the absence of cough 
help to distinguish the groups with antibody rise from the other. It will also 
be seen that in the case of each symptom, the duration is a little longer in the 
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non-antibody group than among those developing an antibody rise. In group 
A, the onset was usually 1-2 days in duration, while in group B it was usually 
2 days or more. 

It was noticed that the white blood count on admission was frequently a 
guide to early recognition of streptococcal pharyngitis. Seventy per cent of the 
cases that developed antibodies had a leucocyte count of 12,000 or over. When 
the non-streptococcal group were investigated, it was found that only 21 per 
cent had white counts of 12,000 or over. However, at certain times during the 
year, these latter cases appeared to have a greater frequency of high white blood 
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Ficure III 


ONseET OF SymMpTOMS Prior TO ADMISSION TO HosPITAL 


Diagonal bars indicate percentage frequency of symptoms before admission to hospital. 
Solid black bars indicate duration of symptoms before admission to hospital in days. 
Group A: 56 cases with significant rise in antistreptolysin tire. 
Group B: 46 cases with no significant rise in antistreptolysin titres. Both groups 
had haemolytic streptococci in their throats. 


cell counts. For this reason, the counts were tabulated by months and set down 
in Figure IV. It will be noted that there was considerable variation from month 
to month. In April, 47 per cent had counts of 12,000 or over while in May the 
figure was only 7 per cent. In February by far the greatest number of cases 
occurred but the percentage with raised counts was only 16 per cent. 

The figures shown in Table I are self-explanatory and indicate the im- 
portance of taking a second throat swab when looking for haemolytic strepto- 
cocci. Seventeen cases out of 118 were negative on the first swab but positive 
when a second swab was taxen. Thus, only 85 per cent of this group with 
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haemolytic streptococci in their throats would have been correctly noted if we 
had depended on the first swab alone. 

Table II demonstrates the distribution of Lancefield groups among our 
patients with positive throat swabs. Since most human haemolytic strepto- 
coccal infections are caused by Group A strains, it is not surprising that they 
constitute the majority here—approximately three-quarters of the total. Lance- 
field Group B is not commonly found in human throat infections and we found 











Ficure IV 


Monthly percentage of non-streptococcal pharyngitis cases with white blood count of 
12,000 or over (taken at time of admission to hospital). There were 234 non-strepto- 
coccal cases during these months. 


no instances in our cases. The Respiratory Commission found that two-thirds 
of their haemolytic streptococci were Lancefield A. But, in spite of the fact 
that Lancefield Group A accounted for only two-thirds of the total, they were 
associated with 90 per cent of the rises in antibody. 

Serological typing was carried out on the haemolytic streptococci isolated 
from 83 patients. The various types were distributed-as follows: 19 cases of 
Type 2, 2 cases of Type 3, 2 cases of Type 4, 1 case of Type 5, 7 cases of Type 
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TABLE I 


RESULTS OF Two THROAT SWABS FOR HAEMOLYTIC STREPTOCOCCI TAKEN A FEW 
Hours APART ON ADMISSION TO HOSPITAL 


Both swabs negative for haemolytic streptococci pice Oats EP 
First swab negative—second swab positive.................... eee 
First swab positive—second swab negative inte’ 

Both swabs positive «i ick eherat 3S. din te ane eeate tO 


6, 8 cases of Type 11, 12 cases of Type 12, 3 cases of Type 13, 15 cases of Type 
14, 1 case of Type 17, 6 cases of Type 19, 1 case of Type 29, and 1 case of Type 
32. The determination of the serological type was of epidemiological interest 


but did not appear to assist the diagnosis or treatment of a streptococcal infec- 
tion. 


TABLE II 
RESULTS OF LANCEFIELD GROUPING OF B-HAEMOLYTIC STREPTOCOCCI 


GroupA......... sets oc CASES 
Group B... oan 


Group C... FGbaiew or s Sloat ae 
Other groups.... Daca se 


DISCUSSION 


The diagnosis of a haemolytic streptococcal infection in nasopharyngitis 
has been based on two main considerations in the past, clinical and laboratory. 
The chief clinical consideration was finding an exudate in the throat or on 
the tonsil (fiery red throat and enlarged glands were also deemed important.) 
The chief laboratory consideration was a positive throat culture for haemolytic 
streptococci. A study of these methods reveals certain inaccuracies, many of 
them only partially recognized in the past, and the use of the antistreptolysin 
titre has helped to clarify them. 

The throat culture is open to several sources of error but two main ones 
figure most prominently: (1) the failure to culture streptococci on the first 
swab when ultimately their presence can be definitely demonstrated, and (2) the 
difficulty in distinguishing carriers with a nasophasyngitis of some other origin 
from patients with a streptococcal infection. Repeating the throat swab will 
often yield positive cultures when the original culture was negative. The Res- 
piratory Disease Commission? found that if a swab was taken daily for three 
successive days in a group that were ultimately proven to harbour streptococci, 
76 per cent were positive the first day, 88 per cent the first or second day, and 
only 12 per cent on the third culture. This, of course, does not mean that they 
obtained all the positive cultures possible. However, it is likely that they did 
not miss many by this method. We had one case who had a peritonsillar 
abscess which subsided under treatment and who never had a positive culture, 
yet the antistreptolysin titre rose in convalescence, indicating that he had suf- 
fered a streptococcal infection. 

Since we were planning to treat our cases with penicillin as soon as pos- 
sible after admission, we did not take swabs for three successive days. Instead, 
two swabs were taken an hour or two apart shortly after admission to hospital. 
The taking of a second swab increased the percentage of positives by 15 per 
cent. It should be noted here that the technique and interest of those taking the 
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swabs plays an important part in producing positive cultures. The swab should 
be rotated deep in the crypts of the tonsil or in that area if the tonsils have 
been removed. It should also be passed up and down the posterior pharynx. 
Positive swabs in scarlet fever have varied from 66 to 98 per cent, and workers 
generally agree that the more enterprise shown in looking for the haemolytic 
streptococci in throats, the more that will be found. 


Swabbing the nasopharynx did not prove of value. One hundred and twelve 
West swabs were taken in cases who harboured haemolytic streptococci and in 
only two instances were the West swabs positive when the ordinary pharyngeal 
swabs were negative. It was concluded that, as far as the streptococci were 
concerned, swabbing the nasopharynx could be dispensed with. It may be 
noted that the West swab was of additional value in detecting pneumococci but 
not haemolytic streptococci. 

In the past, some diagnostic import has been placed on the quantity of 
haemolytic streptococci found in the culture plates. As would be expected, we 
found a higher percentage of cases with raised antibody levels in the group with 
a heavy growth of streptococci than we did in the group with a few organisms. 
However, it was not uncommon to find a significant rise in antibody when a 
few organisms were present on culture. For this reason, it is clear that we 
cannot lean too heavily on the estimate of growth in making a diagnosis. If 
a heavy growth is present, one may suspect a haemolytic streptococcal infection, 
but if there is a light growth one should look elsewhere for diagnostic evidence . 
before saying it is not due to this organism. 

Lancefield grouping is an important part of the laboratory investigation 
because most human infections of the throat are caused by group A. Although 
approximately 30 per cent of haemolytic streptococci isolated from cases with 
nasopharyngitis are from groups other than Lancefield A, only about 10 per 
cent of these are associated with rise in antibodies. On the other hand, approxi- 
mately half of the group A infections are associated with a rise in antibodies. 
By doing Lancefield grouping on any haemolytic streptococci obtained, it per- 
mits one to guess with greater accuracy whether the organism isolated is the 
causative agent or not. 

The significance of a rise in antistreptolysin titre following a throat infec- 
tion has been studied by numerous investigators and was briefly reviewed at 
the beginning of this paper. From a review of the literature one cannot but 
conclude that it is difficult to make an accurate diagnosis of a haemolytic strepto- 
coccal infection of the throat. The antistreptolysin titre permits one to segre- 
gate a large group that undoubtedly suffered the infection but this test does not 
make the diagnosis in all cases. Most observers would agree that if you took 
all the cases of nasopharyngitis that had haemolytic streptococci in their 
throats you would include nearly all those that had suffered the infection. This 
is based on the disease association with the organism and the fact that one 
rarely finds a rising antistreptolysin titre unless the organism has been cultured 
from the throat during the acute stages. But including all cases with haemolytic 
streptococci obviously includes a fair number that are merely carriers and not 
convalescing from this specific infection. 
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By our present methods we cannot tell exactly which cases of nasopharyn- 
gitis are caused by the haemolytic streptococci. One can only make an estimate 
based on partial knowledge. The estimate might be worked out as follows. 

Since only three-quarters of the patients with uncomplicated scarlet fever 
have a rise in antistreptolysin, it is reasonable to suppose that three-quarters 
of the cases of nasopharyngitis due to haemolytic streptococci have a rise in 
antistreptolysin. Fifty per cent of nasopharyngitis patients with haemolytic 
streptococci (group A) in their throats have a rise in antistreptolysin. These 
will then correspond with the three-quarters that develop antibodies. Since the 
rest of the cases must come from those with the organism in their throats, we 
may estimate that approximately 65-70 per cent of nasopharyngitis cases with 
haemolytic streptococci group A in their throats are suffering from a strepto- 
coccal infection. This percentage will, of course, vary with the severity of the 
epidemic and with the carrier rate. 

From our studies there appeared to be a close relationship between cases 
of non-streptococcal throat infection and those that have streptococci in the 
cultures but no rise in antibodies. This was also the finding of the Respiratory 
Disease Commission. In fact, their results bore out this conclusion more defi- 
nitely than ours did. In some instances in our study the streptococcal cases 
without antibodies appeared to hold a middle ground between the other 
two groups, suggesting the presence of a mixed infection. This was true of 
cough, exudate and chilliness. For the rest of the findings the division into 
two groups was clear. 

Further study of this problem is required. It seems likely that the naso- 
pharyngitis cases without streptococci were due to a virus. An investigation 
of a group of cases from the virus aspect associated with the haemolytic strepto- 
coccal approach might yield interesting results. 

As was mentioned above, the most common approach clinically was to make 
a presumptive diagnosis when exudate was present on the tonsils or pharyngeal 
wall. However, it is frequently found that no haemolytic streptococci could be 
isolated from these cases. In this study we found that at H.M.C.S. “Corn- 
WALLIS” 112 cases had exudate and of these only 52 per cent had group A 
haemolytic streptococci in their throats. A little more than half of this latter 
group developed a significant rise in antibodies. These findings closely parallel 
those of the Respiratory Commission. They reach the conclusion that the 
presence of exudate is of little value in diagnosis. However, it should be pointed 
out that by their figures if a patient has no exudate in the throat there is only 
a 1:20 chance of the infection being due to the haemolytic streptococcus whereas 
if he had exudate present there is a 1:4 chance that the infection is due to this 
organism. This does not permit a high degree of accuracy in diagnosis but it 
is of considerable aid to the physician who does not have the throat swab or 
antistreptolysin titre at his disposal. It was our finding that the presence of 
exudate in the throat makes it four or five times as likely that the etiological 
agent is the haemolytic streptococcus. 

In making a diagnosis on clinical grounds alone the history is considerably 
more significant than the physical findings. A nasopharyngitis due to the haemo- 
lytic streptococcus has four identifying features. (1) It begins suddenly. In 
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the service the patients usually present themselves to the medical officer on the 
first or second day of illness. The onset of a non-streptococcal infection is 
usually more insidious and often two to four days elapse before the patient seeks 
medical service. (2) Headache is a common finding. Eighty per cent have 
this symptom, which is less frequently noted in the non-streptococcal group. 
(3) Cough is frequently absent in a haemolytic streptococcal infection whereas 
in the non-streptococcal patients it is present in the vast majority of cases. This 
was also the finding of Hare’ and co-workers in a study on the influenza virus. 
(4) If exudate is present, the infection is four to five times more likely to be 
due to the haemolytic streptococcus than a non-streptococcal infection. Another 
additional sign is the presence of enlarged cervical lymph glands. If they are 
two plus or larger, the chances that one is dealing with a streptococcal infection 
are increased. 


From the clinical point of view probably one of the most important con- 
siderations is the presence of an epidemic of scarlet fever and streptococcal sore 
throats. When such is prevalent, sometimes two-thirds of the nasopharyngitis 
patients have haemolytic streptococci in their throat cultures and the presumptive 
diagnosis becomes more likely to be accurate. It is then easier to decide when 
penicillin therapy is indicated. 

The white blood count appears to be a helpful procedure in making a dia- 
gnosis of a haemolytic streptococcal infection. Seventy per cent of those with an 
antibody rise had a white blood count of 12,000 or over, while only 30 per cent 
of those with no rise in antibody had a similar abnormal white blood count. 
We were interested to find a marked variation in the white counts in the non- 
streptococcal group. In April nearly half of them showed high counts while in 
February they were consistently at lower levels. These non-streptococcal cases 
may well have been caused by a variety of etiological agents—probably viruses. 
The marked contrast in white blood counts at different times of the year suggests 
different etiological factors. This monthly variation makes more difficult the 
interpretation of an elevated white count even when haemolytic streptococci 
have been cultured from the throat. One has to know what the white counts 
are in non-streptococcal cases prevailing at the time. 

The white count has proved of value in both the diagnosis and treatment 
of primary atypical pneumonia. It was so frequently a reliable index of dia- 
gnosis that we usually administered therapy for pneumococcal pneumonia when 
the white blood count was over 14,000 regardless of X-ray examination and 
sputum culture. While the white count is not as reliable a guide in the haemo- 
lytic streptococcal infection, it is probably wise therapy to treat specifically all 
sore throats with high white blood counts. 

Recently® it has been shown that penicillin will bring the temperature down 
and clear the throat of haemolytic streptococci in the vast majority of cases of 
nasopharyngitis due to that organism. This achieves two important functions: 
it provides beneficial therapy and eliminates carriers who might spread the 
disease when they return to duty. It should be noted that in order to achieve 
satisfactory results in ridding the throat of haemolytic streptococci one must 
give penicillin for six days in adequate doses. 
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At the present time the criteria demanded for diagnosis of a haemolytic 
streptococcal throat infection should depend on what object is in view. In a 
study of the effect of penicillin or other drug on treating sore throats, the use 
of the antistreptolysin titre is imperative to evaluate results. This would be 
true of any thorough clinical investigation. While this approach is far from 
being satisfactory, it is probably more specific than other methods. Possibly 
three-quarters of the cases may be correctly diagnosed in this way. 

If the object in view is to study streptococcal throat infections in a com- 
munity and test all individuals who are carrying organisms capable of repro- 
ducing this disease, then the diagnosis by means of throat culture would be 
sufficient. This method may not be as acutely diagnostic but it includes nearly 
all active streptococcal throat disease and is therefore in that respect more satis- 
factory than the antistreptolysin approach. 

Finally, in evaluating the criteria for diagnosis in practice where a throat 
culture is not available, the identifying features outlined above would be of 
considerable help. To recapitulate, these occur in nasopharyngitis patients who 
have a sudden onset of sore throat with headache and malaise and little or no 
cough. These symptoms, accompanied by exudate or fiery red throat and 
swollen lymph glands at the angle of the jaw, would cover a large proportion of 
cases. Many of these would not be due to the streptococcus and some who are 
due to this organism would be left out, but it would provide a helpful starting 
point. Such patients should be treated thoroughly with penicillin, where pos- 
sible, for six days. Because of the inadequacy of a clinical diagnosis, the physician 
should be prepared to find a considerable number that will not respond to treat- 
ment. He will realize from the findings in this and other investigations that 
an accurate diagnosis is difficult, and will expect such failures. Those that 
are due to the haemolytic streptococcus will usually respond to adequate peni- 
cillin therapy in three days. If there is no response in this time, it is unlikely 
that they are suffering from this specific infection. This is rather a rough thera- 
peutic test but as the cost of penicillin is reduced and improved methods of 
administration by mouth develop, it will be used more frequently. It should be 
borne in mind, however, that wherever possible a throat swab should be done 
and penicillin given in adequate quantities to completely eliminate the organism 
and prevent the development of penicillin-resistant strains of streptococci. 


SUMMARY 


The accurate diagnosis of a haemolytic streptococcal infection in a patient 
with acute nasopharyngitis is a difficult one to make. This is true whether one 
uses the antistreptolysin titre in the blood, the throat swab for haemolytic strep- 
tococci, or a clinical appraisal of signs and symptoms. The therapeutic value 
of penicillin and its ability to rid the throat of streptococci have given new 
impetus to the effort of making a correct diagnosis in this upper respiratory 
infection. 

The following points have been found to assist in making a diagnosis: 

(1) A positive throat swab for the haemolytic streptococcus Lancefield A. 
(2) The history of a sudden onset with headache, sore throat and little or no 
cough. 
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(3) A red throat with exudate and enlarged cervical glands. (If exudate 
was present there was four times the chance that the infection was due 
to the haemolytic streptococcus than if no exudate was found.) 

(4) <A white blood count of 12,000 or over. (This was found in 70 per cent 
of the cases proven to be due to the haemolytic streptococcus. ) 

Since nearly all cases of nasopharyngitis due to the haemolytic streptococcus 
have that organism in their throats, the use of the throat swab is a great help in 
diagnosis. In all probability two-thirds of patients with upper respiratory ill- 
ness with haemolytic streptococci Lancefiield A in their throats are suffering an 
infection from that organism and the other third are merely carriers with some 
other infection causing their symptoms. 

A widespread use of the throat culture for haemolytic streptococci would 
aid in diagnosis but, even more important, it would be a spur to eliminate viru- 
lent organisms from disease carriers in the early stages before they can spread 
infections around the community. 
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INDIAN HEALTH SERVICES 


P. E. MOORE, B.D. DPA. 
Acting Superintendent of Indian Health Services 
Department of National Health and Welfare 
Ottawa, Canada 


ALTHOUGH neither law nor treaty imposes such a duty, the Federal 

Government has, for humanitarian reasons, for self-protection, and to 
prevent spread of disease to the white population, accepted responsibility for 
health services to the native population, and Parliament each year votes 
funds to supply medical services to Indians and Eskimos. According to the 
1944 Census, the native population consists of 125,686 Indians and 7,178 
Eskimos. 

In the public archives, reference is made to medical attendance to Indians 
as early as 1774, and in 1794 the Iroquois of Caughnawaga and St. Regis asked 
for the appointment of a medical attendant. Departmental records show that 
medical officers have been paid by the government since 1829, and the Com- 
missioner’s report of 1844 states that: ‘‘Since 1823 the Indians of Canada 
East have received advice and attendance, when necessary, from the Army 
Medical Officers, in consequence of a regulation to that effect established by 
the Earl of Dalhousie.’’ This is interesting in view of the assistance that has 
been given to the Indian Health Services by the Army and Air Force medical 
services during the recent war years. 

The first attempt at an organized medical service was the appointment in 
1905 of a General Medical Superintendent in the person of Dr. Peter H. Bryce, 
well-remembered in Canada as a great humanitarian. 

About 1922 some field nurses were appointed, but it was not until 1927 
that an organized medical service was established with a Superintendent of 
Medical Services in Ottawa. In that year, Colonel E. L. Stone, C.M.G., 
M.B., who for several years had been medical attendant to the Indians of the 
Norway House Agency, was appointed Superintendent of Medical Services 
at Ottawa. 

Doctor Stone had scarcely begun his organization when the depression hit 
the country, but in spite of this, gains were made, and a good foundation for 
future progress was established. 

In 1936 the Department of Indian Affairs ceased to exist as a separate 
department, and became a Branch of the Department of Mines and Resources. 
(It is interesting to note that when the Department of Indian Affairs was 
established in 1880 its first Superintendent General was Sir John A. Mac- 
donald.) On November 1, 1945, the health services of the Department of 
Mines and Resources, consisting of the Medical Division, Indian Affairs 
Branch, and the Eskimo Health Service of the Northwest Territories Branch, 
were transferred to the Department of National Health and Welfare. 
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The Indian Health Services at present employs a total of 27 full-time 
medical officers, 7 of whom are resident in the Northwest Territories and the 
eastern Arctic. The part-time services of approximately 700 doctors are 
utilized to give medical attention to the Indians in the localities where they 
practise. Sixteen hospitals with a combined capacity of 1200 beds are operated 
by this Service and a 150-bed hospital is being opened in the near future. In 
addition to these, Indians are treated in hospitals operated by other agencies 
from Prince Edward Island to the Yukon. There are approximately 1000 
Indians under treatment for tuberculosis; about 40 per cent of these are being 
treated in provincial sanatoria and the balance in hospitals operated by the 
Department. 

Twenty-four field nurses are employed in localities scattered from the 
Maritimes to the Northwest Territories and the Yukon. In addition there is 
a large number of part-time field matrons and field dispensers. Drugs and 
medicines are sent to every Band of Indians and every Eskimo centre, and, 
in each place, someone is responsible for issuing these when necessary to the 
natives, with such instructions as can be passed along. In the Arctic, most of 
the dispensers have two-way radio communication with the doctor, and after 
describing the symptorrs, they receive directions and carry out treatment as 
best they can. A medical group accompanies the Eastern Arctic Patrol on 
board the R.M.S. Nascopie, and renders medical service at all points of call. 
Many distinguished members of the medical profession have volunteered to 
make this trip year after year and this Service owes them a debt of gratitude. 

There are many health problems which are peculiar to these Services. 
The poorer health conditions are, the more apathetic are the patients. Igno- 
rance and surerstition and unwillingness to accept treatment are features 
among more remote Bands, but on the whole both Indians and Eskimos have 
come to respect and ask for ‘‘white man’s medicine’. In their native state 
the Indians looked to their medicine man as their intercessor for both their 
physical and spiritual welfare. They believed that the good spirit ‘‘ Kitchi- 
Manitou”’, when he was in the ascendancy, kept them in good health, but if 
he became angered, or if his rival ‘‘ Matchi-Manitou”’, the evil spirit, became 
more powerful, sickness and death would follow. The medicine men un- 
doubtedly played on the superstitions of the natives, but they also possessed 
some knowledge of the use of herbs and native medicine. Barks, etc., con- 
taining tannic acid were used effectively to treat diarrhoea and they had 
some equally potent purges. A powdered dried sap from inside the bark of 
certain shrubs was a powerful blood coagulant and effectively controlled 
haemorrhages. Today the medicine man usually confines his practice to a 
type of witchcraft in which the Indians believe that evil Indians have power 
to affect them with conditions such as Bell’s palsy and haemiplegia and that 
the medicine man can intercede for them. He also “‘cures’’ tuberculosis and 
other conditions by getting the patient in a dark room and removing bear’s 
claws or other foreign substances, which, he claims, he has the power to 
take out of the bodies of his patients. 

Tuberculosis is the leading cause of death among Canadian Indians and 
the death rate from this disease is about fifteen times as high as that among 
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the white population. Infant mortality is high and epidemic diseases take an 
annual toll. Trachoma is a public health problem of significant proportions, 
particularly among the western Indians. Factors contributing to the high 
morbidity and mortality are lack of proper hygiene and sanitation, poor 
housing conditions, unsatisfactory nutrition, and, in many cases, economic 
hardship. 

In the past, Indians have been excluded from the benefits of social 
legislation. With the introduction of Family Allowances, however, benefits 
were extended to Indians and Eskimos and at present approximately 16,000 
Indian families and 2,298 Eskimo families are registered and are drawing 
benefits for about 50,000 Indian and 4,880 Eskimo children. This involves a 
payment of $360,000 annually for Eskimos and $3,250,000 for Indians. If 
the Indian Agent is not satisfied that the Indian is capable of using this 
allowance for the benefit of his children, arrangements are made to administer 
the allowance. In a good percentage of cases, rather than turn the money 
over to the family, arrangements are made whereby they can obtain food and 
clothing for their children at a store or trading post. The traders who supply 
goods in lieu of Family Allowances have been provided with a recommended 
list, which includes such foods as canned evaporated or powdered milk, fruit 
juices, whole grain-cereals and other recommended nutritious foods for 
children. Rubbers, woollen underwear, layettes and proper clothing may also 
be obtained. Indians who are handling their own Family Allowances are 
encouraged to spend the money on articles such as those listed above. 

Indian Health Services are being expanded. In recent months three 
large hospitals which had been provided for the armed services during the 
war have been taken over and are being operated by this department. Cer- 
tain others are under consideration and a comprehensive building plan is 
under way. The number of full-time doctors employed by the department 
is being rapidly increased. Nursing stations are being constructed and it is 
expected that many more field nurses will be employed. 

It is felt that this Service presents many opportunities to doctors and 
nurses who wish to follow an interesting and useful career. 








PUBLIC HEALTH NURSING IN THE CONTROL 
OF SYPHILIS AND GONORRHOEA 







1. Public Health Objectives in Venereal Disease Control 





PEARL STIVER, P.H.N. 
Nursing Supervisor 
Division of Venereal Disease Control 
Department of Health of Ontario, Toronto 







HEREVER suffering exists, wherever sick people are found, the nurse 

has the opportunity to be of assistance. Such is the tradition of the 
nursing profession. Is there any branch of public health work which offers a 
greater challenge to public health nurses than that of venereal disease control? 
Last year, among the population of Ontario, there were 13,144 reported casual- 
ties from venereal infection. Every third day there was reported a child who 
had been born blighted and stigmatized by syphilis infection, needlessly and 
innocently contracted from its infected mother before birth. Already in the 
first two months of this present year there have been 549 cases of mew, primary 
and secondary syphilis infections alone reported from this province. Herein 
lies almost more suffering, sorrow, death, than our minds can comprehend. 
Every new case now will mean three or more cases in six months’ time, each 
requiring long, arduous, uninterrupted treatment; each a member of a family 
circle; many of them the youth of our land, the fathers and mothers of 
to-morrow. 

Nurses in all branches of the profession are accepting the challenge. 
Public health nurses are now regarding syphilis and gonorrhoea as a component 
part of their communicable disease program. 

The conservation of life, protection and promotion of health by pre- 
vention of spread of syphilis and gonorrhoea may be accomplished through: 

1. Location, identification, and medical examination of contacts, both 
familial and extra-familial. 

2. Restoration to health of every person infected with venereal disease, 
reduction of sickness, disability and death caused by such infections, ac- 
complished through: 

(a) Early diagnosis and provision of adequate medical and nursing 
care for every patient with syphilis and gonorrhoea. 

(b) Provision for adequate treatment of every expectant mother 
infected with venereal disease. 

(c) Assistance to patient and family in making satisfactory ad- 
justments to economic and social problems. 

(d) Rehabilitation of the syphilis and gonorrhoea patient. 































This is the first of a series of articles. 
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3. Prevention of prenatal transmission of syphilis, by providing for 
medical examination, including serological tests, of every person, both male 
and female, immediately prior to marriage, and every pregnant woman, to be 
followed by adequate treatment if indicated. 

4. Provision for serological tests as a routine part of full physical 
examinations. 

5. Sound education of our population, especially our young population, 
on the nature, mode of transmission, prevalence, methods of diagnosis and 
treatment of venereal disease; and on the results of inadequate treatment of 
syphilis and gonorrhoea. 

6. Development of community responsibility for providing educational 
and recreational facilities and legislative measures to promote control and 
prevention of venereal disease. 

The public health nurse can: 

1. Assist in case-finding through careful interviewing of patient and 
tactful, confidential investigation of all contacts. 

2. Assist in control of prenatal syphilis by helping secure complete 
medical examination, including blood tests, of every pregnant woman before 
the fifth month of pregnancy and helping in arrangement for adequate treat- 
ment, if indicated. 

3. Teach the importance of periodic and complete physical examination 
including blood tests. 

4. By interpretation of doctors’ requests, promote the continued and 
voluntary treatment of patients. 

5. Through home visits, learn the reasons for the patient’s failure to 
‘report for treatment and assist the patient in removing such obstacles. 

6. Instruct individuals and groups in the community, on the prevalence, 
nature, mode of transmission, treatment and control methods of syphilis and 
gonorrhoea, and the need for each community to provide facilities for such 
measures. 

7. Promote community understanding, interest and action in providing re- 
creational facilities, adequate housing, and good working conditions, which tend 
to develop well-adjusted individuals and wholesome family and community life. 


8. Work jointly with the patient and all community organizations in 
furthering the control of syphilis and gonorrhoea. 


9. Assist the young mother in her community in the guidance of the 
young child. Unless self-discipline and personal responsibility are learned in 
early lift, they are not likely to be found in later life. Venereal disease is 
often the result. 

Marguerite Wales, in her book ‘The Public Health Nurse in Action’, 
has emplasized the important role of the public health nurse: “The chief 
contribution of the public health nurse in control of syphilis and gonorrhoea 
lies in her ability to persuade and to teach. She will not convince if her 
knowledge is limited and outmoded. The rapid advances in the control of 
syphilis demand constant attention.’’ Another writer, Gladys Crain, makes 
another suggestion: ‘‘The nurse is influential in so far as she has the capacity 
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to hear the worst or the best in human nature and accept it, neither as worst 
nor best but as life’’. 

This article has presented a set of objectives for the public health nurse 
in venereal disease control. It is evident that there is much which can demand 
her attention. The next article will suggest how a public health nurse may 
specifically assist the medical officer of health, and will deal with important 
points to be considered in the nurse’s initial investigation of a reported contact 
to venereal disease. 








A GONOCOCCUS CULTURE OUTFIT FOR SPECIMENS 
SUBMITTED BY MAIL 


W. B. McCLURE, M.B., D.P.H. 
and 
A. M. MILLER 
Division of Laboratories 
Department of Health of Ontario 
Toronto 


ONSIDERABLE difficulty has been experienced by the physician, espe- 
cially in rural areas, in obtaining positive cultural results for gonococcus 
in patients with gonorrhoea. In an endeavour to overcome this, a culture out- 
fit has been elaborated which can be mailed to the laboratory after it has been 
seeded with the infective material. 
The outfit consists of the following: 


1. A rectangular cardboard box (414%4” x 3” x 214”) has a cardboard cover 
which fits well over the box. This gives two thicknesses of cardboard and pre- 
vents breakage in the mails. Two boxes are used, marked M.G.and F.G. for 
male and female patients. The cover is held in place by metal clips. 

2. In the female outfit there are two rectangular bottles (24” xk 1144” x 
144") with screw caps containing a 44-inch layer of modified Peizer medium 
(1). A label is placed on the side of each bottle so that it will not obscure the 
surface of the medium. In the male outfit only one of these bottles is present. 

3. An envelope contains a block with two glass slides. 

4. A sterile envelope contains 4 sterile swabs on applicators. 

5. A data sheet and instructions for taking the specimen are placed in 
the box. 

The use of the rectangular bottles prevents the medium from moving in 
the bottle and makes it convenient to view the cultural growth through the 
glass. The medium will keep fresh for several weeks and should be kept at room 
temperature. If it is placed first in the refrigerator and then brought to room 
temperature, water of condensation forms on the glass and it will run over the 
surface of the medium, making it difficult to isolate single colonies. 

Material from the cervix and urethra in the female or the urethra in the 
male patient is obtained with the swabs and rubbed over the surface of the 
medium. One bottle is used for cervical exudate and the other for urethral 
exudate. Separate swabs are used for making the smears on the glass slides. 

The information requested on the data sheet is filled in and the specimen 
mailed at once to the laboratory. Care should be taken that the medium is 
not frozen in transit. 

When received at the laboratory the screw caps are loosened and the bottles 
placed in an atmosphere of 10 per cent carbon dioxide at 37°C. After 48 hours 
the growth in the bottles is examined and one per cent solution of tetramethy]- 
paraphenylene-diamine-hydrochloride is dropped on suspicious colonies. Those 
colonies showing a typical reaction are smeared on glass slides to show the 
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presence of gram-negative diplococci and subcultured on modified Peizer 
medium. The pure culture is then cultured on ascitic agar sugars for final 
identification as gonococci. 

Comparative tests were conducted on 76 specimens of cervical exudate on 
Douglas Chocolate Agar (2) and modified Peizer medium. Twenty-five showed 
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CULTURE OUTFIT 


gonococci on the Peizer medium and 22 on chocolate agar. Only 16 of these 
positive specimens showed gram-negative diplococci on the direct smear. 

Sixty-five specimens of cervical exudate were plated on duplicate bottles 
of modified Peizer medium. One set was incubated within one hour after the 
specimens were taken, at 37°C. under an atmosphere of 10 per cent carbon 
dioxide, while the other set was held at room temperature (65°to 68°F.) for 
24 hours before incubation. The results were identical in both sets, yielding 
17 positive cultures in each instance. 


CONCLUSIONS 


1. A gonococcus culture outfit is shown which can be forwarded by physi- 
cians in the mail. 


2. Results of tests show that gonococci in exudate from the cervix will 
remain alive on modified Peizer medium for over 24 hours at room temperature. 
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INSTITUTIONS ACCREDITED BY THE AMERICAN PUB- 
LIC HEALTH ASSOCIATION TO GIVE THE DEGREE OF 
MASTER OF PUBLIC HEALTH (DIPLOMA IN PUBLIC 
HEALTH IN CANADA) FOR THE ACADEMIC YEAR 
1946-1947 


HIS list is released by the Executive Board of the American Public Health 

Association as of January 25, 1946, and includes those institutions from 
which requests for accreditation had been received to that date. Additional 
applications will be acted upon in due course. 

The criteria governing accreditation for the academic year 1946-1947, as 
approved by the Committee on Professional Education of the American Pub- 
lic Health Association on January 11, 1946, and by the Executive Board 
on January 25, 1946, follow the listing. 

Columbia University School of Public Health 

Harvard University School of Public Health 

The Johns Hopkins School of Hygiene and Public Health 
University of California School of Public Health 

University of Michigan School of Public Health 

University of Minnesota School of Public Health 

University of North Carolina School of Public Health 

University of Toronto School of Hygiene 

Yale University School of Medicine, Department of Public Health 


Note: See page 953 of the American Journal of Public Health, September, 1945, for editorial 
entitled ‘Accreditation of Schools of Public Health.” 


MINIMUM REQUIREMENTS FOR INSTITUTIONS TO BE ACCREDITED FOR THE 
DEGREE OF MASTER OF PUBLIC HEALTH (DIPLOMA IN PUBLIC HEALTH 
IN CANADA)* 


Adopted by the Committee on Professional Education of the American 
Public Health Association, January 11, 1946. 


The Institution 


1. Any institution to be accredited must be a member of the Association 
of American Universities, or present evidence that it may reasonably be con- 
sidered as qualified for such membership. 

2. The school, faculty, or council administering courses in public health 
must have such practical autonomy that requirements for the degree are 
effectively controlled by the public health faculty. 





*These criteria will govern accreditation for the academic year 1946-1947. They may be 
modified for application after that date; and are likely, in some respects, to be made more stringent. 
It is the aim of the committee to communicate changes in these criteria to accredited schools at 
least nine months before the beginning of any academic year. 


148 





Apr. 1946 ACCREDITED INSTITUTIONS 149 


3. The teaching of public health must be under the direction of a full- 
time teaching faculty, of acceptable quality and experience, which must in- 
clude (in addition to assistant professors and others of lower rank and in 
additicn to part-time appointees): 

(a) One member of professorial grade as director of the school (or 
department) and at least two other members of professorial or 
associate professorial grade—all three primarily responsible to 
the administration of the school, and 


At least three other members of professorial or associate profes- 
sorial grade, either primarily responsible to the school or giving 
full time to the university and carrying specific major responsi- 
bility for teaching and research in the school. Such a minimum 
faculty could provide for a body of graduate students in public 
health, totalling not more than approximately thirty such 
students. 

4. The school or department must have an assured minimum basic 
annual income adequate for its teaching and research functions and for meeting 
the varicus criteria outlined. Such income should be construed to include 
income from endowment of the school, contributions made from general uni- 
versity funds and grants made over a period of at least five years from sources 
outside the university. Under the second heading may be included proper 
allowance for time devoted to instruction of public health students by members 
of other university faculties. 


5. Proper housing must be available, including lecture rooms, seminar 
rooms, and adequate laboratory facilities for the teaching of subjects in the 
field of microbiology (including microscopes, culture media apparatus, etc.); 
for the teaching of vital statistics (including calculating machines for student 
use, and apparatus for chart making, with tabulating machinery accessible for 
demonstration purposes); and for the teaching of sanitary engineering (in- 
cluding laboratory facilities for the examination of water and sewage and for 
the demonstration of the basic principles of hydraulics). 


6. Library facilities are essential to the extent of at least 3,000 volumes 
in the general field of public health (including such special topics as epidemi- 
ology, microbiology, vital statistics, sanitary engineering, medical economics 
and medical sociology, nutrition, and the like), and current periodicals (not 


including health department reports) to the number of at least 50 in the fields 
mentioned above. 


7. There must be available conveniently located administrative units of 
public health services, which can be utilized for observation and criticism in 
the basic courses for the Master of Public Health, and which are of sufficiently 
high quality to make such observation fruitful. 


The Course 


8. Candidates to be admitted for the degree of Master of Public Health 
(Diploma in Public Health in Canada) may be either 
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(a) Holders of the degree of M.D., D.D.S., or D.V.M. or equivalent 
degree, from an acceptable institution; or 


(b) Holders of a bachelor’s degree with adequate training in mathe- 
matics and the natural sciences including chemistry and bi- 
ology; and also qualified in some professional capacity for post- 
graduate education in public health; and must in addition have 
either 


(x) Professional academic qualifications in engineering, nursing, 
education or postgraduate work in other fields of public 
health; or 


(y) Three years of experience in responsible public health 
practice. 


9. The length of the course shall be not less than one academic year of 
32 weeks. 

It is highly desirable that the candidate shall have had practical public 
health experience in the form of supervised field service or in a position in- 
volving the exercise of substantial initiative and responsibiiity. This ex- 
perience should preferably be obtained prior to entrance into the school. In 
some schools, candidates not so equipped on entrance are required to complete 
three months of practical work in the field before receiving their degree. 


10. The following courses are among those generally offered in schools 
of public health: 


. 


a. Public Health Administration i. Health Education 

b. Sanitation j. Economic Factors in Health 
c. Microbiology k. Mental Hygiene 

d. Vital Statistics 1. Public Health Law 

e. Epidemiology m. Industrial Hygiene 

f. Physiological Hygiene n. School Health 

g. Nutrition o. Maternal and Child Health 
h. Public Health Nursing 


It is believed that it would be highly undesirable to make standard re- 
quirements with regard to any particular courses of instruction. It does seem 
important, however, that the student—at some point in the M.P.H. course 
(or prior to that course)—shall receive instruction in the following basic fields: 


A. Basic Public Health Sciences 


(1) The nature and functioning of the human organism, and the personal 
behaviour which influences its well-being, including nutrition and 
mental hygiene. 


(2) The nature and behaviour of various forms of parasitic life (including 
viruses); their interaction with the human body as demonstrated by 
clinical and immunological reactions; the modes in which such micro- 
organisms are transferred from host to host in the course of their 
epidemiological history; and the ways in which such dissemination 
may be controlled. 
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(3) The physical environment as it influences health, including not only 
the classical problems of environmental sanitation, but also those 
relating to housing and industrial hygiene. 

(4) The social and economic factors which influence the health of the 
individual and of the community, and the influences of sickness on 
the social and economic status of the individual and the community. 

(5) The nature and sources of quantitative information bearing on the 
health of the people, and its numerical presentation and analysis. 


B. Public Health Practices 


(6) The principles of applying the basic sciences listed above to com- 
munity health and welfare. This involves the elements of sound 
public administration as applied to official and voluntary health 
agencies, including office management, budget making, personnel 
relations, and public health law; and includes also the wide fieldfof 
public relations as influenced by health education and community 
organization. 


11. There must be opportunity for advanced specialization in one or 
more of the fields listed under (10) above or in such special fields as tuberculosis 
control, venereal disease control, or tropical medicine. There will be little 
time available in the M.P.H. year for advanced specialization; but basic work 
can be conducted effectively only in an atmosphere of advanced scholarship 


and with the essential stimulus which comes from the conduct of productive 
research by the faculty and advanced students. 
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THE AMERICAN PUBLIC HEALTH ASSOCIATION MAKES A 
FURTHER CONTRIBUTION TO PUBLIC HEALTH 


HE history of the American Public Health Association records many con- 
tributions to the advancement of public health. Through the Association, 
public health leaders on the North American continent have defined purposes and 
formulated plans, studied problems, and claimed for public health the place 
which it should occupy in everyday life. One of the most important contri- 
butions in recent years has been the work of the Committee on Professional Edu- 


cation, which was appointed in 1932 “for the purpose of carrying out research 
and the development of standards for professional qualifications of high stand- 


’” 


ard.” For many years Dr. W. S. Leathers, of Vanderbilt University, was the 
able leader of this committee. In 1941 he was succeeded by Dr. W. P. Shepard, 
of San Francisco, whose work in health education is widely known. 

Emphasizing the importance of defining qualifications for the various per- 
sonnel whose services are required in public health, Dr. Shepard recently said: 
“Public health is only as successful as the people in it. There are many impedi- 
ments, such as political interference, insecure tenure, inadequate financial sup- 
port, and dearth of qualified personnel. It has been, and is, the conviction of 
the Committee that the remedy lies in improving the quality of personnel through 
better selection and training.” 

Under Dr. Shepard’s direction, the Committee on Professional Education 
has completed fifteen reports outlining qualifications for personnel of health 
departments. The opinions and advice of all those who can contribute are 
sought, and when, after several months of study, a report is finally presented to 
the Association’s Governing Council, it can fairly be said that the recommenda- 
tions embody the consensus of all the representative groups concerned. The re- 
ports, moreover, are not final but are subject to revision at intervals of from two 
to three years, when changes are made to meet altered conditions. The inter- 
national character of the American Public Health Association has never been 
lost sight of. Canada, Mexico, and Cuba are represented on the Governing 
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Council and in the personnel of various committees, and a Canadian represen- 
tative has served on the Committee on Professional Education. As the admini- 
stration of the public health program is so much alike in the two countries, the 
reports adopted by the American Public Health Association are applicable in 
Canada. The reports which have been approved to date are being reviewed by 
a committee of the Canadian Public Health Association and it is planned to pub- 
lish them, with any amendments, in the Canadian Journal of Public Health. 

Training facilities are of the utmost importance. Unfortunately, the 
quality of post-graduate training in public health has varied greatly. Conse- 
quently, in some institutions, degrees, certificates and diplomas have been 
provided without adequate provisions for training. In a recent survey it was 
found that twenty-nine institutions provide post-graduate training in public 
health, and thirty-four different degrees, diplomas, and certificates are listed. 
This situation might, it was felt, be further complicated by the provision of post- 
graduate instruction for returning service personnel by universities and other 
institutions not possessing the essential facilities and the public health leader- 
ship necessary for such instruction. The experience of the established schools 
of hygiene shows clearly that it is essential to have an adequate number of 
members of professorial grade giving their full time to the instructions of post- 
graduate students in public health; to have the fundamental subjects properly 
represented by organized departments within the school; and to provide proper 
laboratory, library and other facilities. 

The invaluable service rendered to medical education by the American 
Medical Association through the accrediting of schools of medicine is inter- 
nationally recognized. Because of the seriousness of the situation in the public 
health field, representations were made to the American Public Health Associ- 
ation that it undertake a similar accreditation of schools of hygiene and other 
institutions which offer post-graduate instruction in public health. After the 
most careful consideration, the Association agreed to undertake to establish 
accreditation of institutions offering public-health post-graduate studies leading 
to degrees or diplomas. The deciding factor was the very evident need and 
recognition of the fact that the future of public health is dependent on trained 
personnel. 

To the Committee on Professional Education the Association assigned the 
duties of establishing minimum requirements and of recommending the proce- 
dures. The Committee was most fortunate in obtaining the services of Dr. 
C.-E. A. Winslow, following his retirement from teaching duties as head of 
the Department of Public Health at Yale University. Dr. Winslow‘s report 
formed the basis of the publication which appears in this issue of the 
Journal*, presenting the minimum requirements for accreditation. It is grati- 
fying that the Committee honoured the traditions attached to the Diploma 
in Public Health, growing out of the many years in which it has been recog- 
nized in Great Britain, Canada, and the other parts of the British Common- 
wealth. After thorough study of the degrees in public health offered by 
universities in the United States, the Commitee adopted “Master of Public 


*See Page 148. 
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Health” as the most suitable degree, having regard for academic customs 
and administrative needs. In the United States therefore the degree of 
“Master of Public Health” will be the degree awarded by the accredited 
schools of public health. The degree “Doctor of Public Health” is now granted 
by several of the schools of hygiene, and it is expected that minimum require- 
ments for this degree will be formulated and adopted by the American Public 
Health Association this year. 

Ten schools of hygiene have been granted accreditation by the American 
Public Health Association for the academic year 1946-1947. They are as fol- 
lows: Columbia University School of Public Health, Harvard University School 
of Public Health, The Johns Hopkins School of Hygiene and Public Health, 
University of California School of Public Health, University of Michigan School 
of Public Health, University of Minnesota School of Public Health, University 
of North Carolina School of Public Health, University of Toronto School of 
Hygiene, and Yale University School of Medicine, Department of Public Health. 

Public health in Canada will be advanced by this contribution of the Ameri- 
can Public Health Association. The defining of qualifications for public health 
personnel and the accrediting of schools of hygiene will help greatly in establish- 
ing the status of the various members professionally engaged in public health. 
Leadership of the highest quality is required in this field. It is encouraging that 
in Canada more than one hundred physicians returning from the services have 
already completed or are undertaking post-graduate training in public health, 
and many more have signified their interest. Similarly, graduates in dentistry,’ 
veterinary medicine, and engineering are proceeding with public health courses. 
Courses in public health nursing are taxed to capacity, but the need for public 
health nurses in Canada still greatly exceeds the number receiving training. 

It is encouraging that consideration is being given by public health authori- 
ties to new salary schedules. Salaries formerly paid have not been in keeping 
with professional requirements, and inadequate salaries have constituted one of 
the most serious deterrents to the appointment of properly qualified personnel. 
At its last meeting, the Dominion Council of Health, which is the advisory body 
to the Department of National Health and Welfare, requested that a survey of 
salaries paid to public health personnel throughout Canada should be made and 
that recommendations should be presented at the earliest time. The Canadian 
Public Health Association was requested to undertake a national survey and, 
implementing this request, Dr. J. H. Baillie, Executive Director of the Associ- 
ation, is now conducting this study. It is appreciated that the findings of such 
a study and the recommendations must await action by the federal, provincial and 
local authorities. However, a number of government and other bodies have 
already introduced greatly improved salary schedules, and the stimulus of the 
survey may be all that is required to make possible substantial increases in 
salaries for all public health personnel. In the United States, the American 
Public Health Association likewise is conducting a survey of salaries. The 
establishing of qualifications, the accrediting of schools of hygiene, and the 
surveying of salaries are all part of the one objective of having the best leader- 
ship in public health. 
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IMNMMUNIZATION—WAYS AND MEANS OF CONTROLLING 
COMMUNICABLE DISEASES 


F. O. WISHART, M.A., M.D., D.P.H. 
Department of Hygiene and Preventive Medicine 
University of Toronto 


HERE is a well-known play en- 
titled ‘You Can’t Take It With 
You’’. You know the sense in which 
that is meant. In contrast to that | 
would like to suggest to you, in an 
entirely different sense, that immuniz- 
ation is valuable because you can 
“take it with you’’. It is superior to 
all other means of communicable- 
disease control because immunity 


becomes part of oneself and is always 
there as a defence against disease 


agents. This is in great contrast to 
other, general methods of control 
which | would like to mention briefly 
by way of introduction and orien- 
tation. ; 

We might think of sanitation. The 
provision of safe water supplies, the 
pasteurization of milk, the supervision 
of foods and so forth have, in many 
communities, reduced typhoid fever, 
for example, to the vanishing point 
and made it a medical curiosity. But 
we may go away for our summer 
holidays to places where these sani- 
tary controls are less efficient, or join 
the armed forces where under battle 
conditions there may be no sanitation 
and our protection disappears. This 
would not be true of immunity; it 
would still be with us. No army 
commander would think of sending 
his troops into action without having 
had them vaccinated against typhoid 
fever. That would be loading the dice 


in favour of the enemy. We know that 
sanitation may let us down. An Aus- 
tralian brigadier who visited here told 
us that dysentery was so rife in New 
Guinea that the country might well 
have been lost to the Japanese but 
for the use of sulfonamide drugs, 
which the enemy did not have or did 
not use. Insect control represented 
another tremendous problem. The 
use of the American insect-bomb and 
the daily use of an anti-malarial drug 
called mepacrine reduced the menace 
of malaria and gave our forces a tre- 
mendous advantage in fighting ef- 
ficiency. Malaria still took a great 
toll, but had immunization for malaria 
and dysentery been possible it would 
have simplified these problems to a 
great degree. Experience in typhus- 
fever control in the recent war empha- 
sizes this point. Typhus has always 
been a major disease problem of 
armies and uprooted civilian popu- 
lations. During the 1914-18 conflict, 
typhus fever decimated the ranks of 
one of our allies, the Serbians, with as 
many as 150,000 deaths in 1915 from 
this disease. In Russia in 1920 there 
were approximately 4,000,000 cases. 
Such calamities did not occur during 
the recent war when two defence 
weapons, D.D.T. and specific vaccine, 
were available. When American and 
British troops landed in North Africa, 
the former had been vaccinated and 
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the latter had not. It was soon ap- 
parent that the British were suffering 
more cases and deaths than the 
Americans. Needless to say, typhus 
vaccine was soon adopted for all allied 
troops in such war theatres. With 
protective measures rounded out in 
this way, the disease remained in 
abeyance, thereby marking a new 
chapter in the history of wars. 

New methods have been tried for 
the control of respiratory illnesses. | 
refer to the use of ultra-violet light 
and chemical vapors for the steriliz- 
ation of air and the use of small doses 
of sulfonamide drugs over long periods 
of time as a means of warding off 
respiratory infections. All these 
methods were good and useful but 
very limited in their application both 
in the services and in civilian life. 

Then there are old methods in gen- 
eral use: isolation, which is referred 
to in the Bible in the ostracizing 
of the lepers, and quarantine, which 
was introduced in the 14th century 
for ships which might be carrying 
pestilence. These methods have been 
extended and to-day are widely ap- 
plied to many communicable diseases, 
but with the exception of a few dis- 
eases are not markedly effective. I 
don’t mean that they should be 
abandoned—they have their place, 
such as isolation in the control of 
tuberculosis; but we should recognize 
their limitations. Measles, chicken- 
pox and some other of the communi- 
cable diseases continue unabated in 
spite of isolation, quarantine, placard- 
ing and reporting. This was also true 
of diphtheria until the introduction 
of general immunization, when an 
abrupt and precipitous decline in 
cases and deaths from this disease 
took place. All these methods, in- 
cluding isolation and quarantine, have 
their place and some that I have 
mentioned are extremely valuable, 
but none has the quality of immunity, 
of being part of oneself, and conse- 
quently always available. That is the 
first point I wish to emphasize—the 
inherent superiority of immunization 
over other means of communicable- 
disease control. 
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Next, I would like to indicate some 
of the principles relating to immunity 
and immunization. We think of im- 
munity, or rather the artificial pro- 
duction of it, as something new and 
modern, but actually immunity has 
probably been recognized since the 
dawn of history; people have known 
that an individual who had recovered 
from certain diseases did not contract 
them again. This knowledge was put 
to practical use centuries ago in the 
ancient Oriental practice of inocu- 
lation against smallpox. This was 
done by taking material from a mild 
case and using it to infect a suscepti- 
ble person when he was in a state of 
good health. The practice spread 
beyond the borders of China and 
India, was used in Arabia, and was 
finally brought to England in 1721 
by Lady Mary Montague. This was 
not a particularly desirable or safe 
practice, and it became unnecessary 
with the discovery by Jenner of cow- 
pox vaccination in 1798. However, 
it does exemplify one means of im- 
munization where a person is inocu- 
lated with the disease agent itself in 
the hope that a very mild attack will 
develop. That method is, of course, 
no longer used and the introduction 
of cow-pox vaccine provided a newer 
and better method. In this, a very 
mild infection is substituted for in- 
fection with the disease agent itself. 
Now, this earliest of the modern 
methods of immunization introduced 
by Jenner was based largely on em- 
pirical grounds because at that time 
there was no knowledge of germs or 
microbes and an understanding of the 
mechanism of immunity was not de- 
veloped until about a hundred years 
later through the work of Pasteur. 
By this time, that is 1880, it was 
well known that many diseases were 
caused by living agents which are 
spoken of as germs or microbes or 
bacteria, viruses and so forth. By 


chance, Pasteur injected some chick- 
ens with old, weakened cultures of 
chicken cholera germs and he later 
found that these chickens were able 
to survive large doses of fresh organ- 
isms which killed normal chickens. 
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The work was soon extended by 
Pasteur and you know the story of 
his development of a vaccine for the 
prevention of anthrax, a disease of 
sheep and cattle. 

Shortly afterward, he developed a 
vaccine against rabies and used it to 
vaccinate a boy who had been bitten 
by a mad dog. The boy, Joseph 
Meister, died, not of rabies at the age 
of 8, but just recently at a goodly age. 
In all these examples Pasteur was 
employing living but weakened germs, 
realizing the principle that a con- 
trolled mild attack immunizes against 
subsequent infection. Next it was 
shown in America that killed organ- 
isms when injected would produce 
protection against certain infections, 
and this, because it is still safer, is the 
form in which most vaccines are used 
to-day. 

Another fundamental discovery was 
made about the same time, 1888, that 
some germs produced poisons or 
toxins. For instance, in diphtheria, 
the germs themselves produce only a 
local infection, usually of the throat; 
but the poison, or toxin, which they 
give off, is taken up by the blood 
stream and distributed to all parts of 
the body, with disastrous results. In 
1890 it was discovered that persons 
who had recovered from diphtheria 
had in their blood a substance, anti- 
toxin, which would neutralize or 
destroy the toxin. Shortly afterward, 
such antitoxins were produced by the 
immunization of horses; and serum 
from these horses, rich in antitoxin, 
was used in the hospitals in Paris to 
treat cases of diphtheria. The result 
was an immediate and sharp reduction 
in the death rate from this disease. 
Over a period of years it was found 
that toxin mixed with antitoxin, and 
later toxin which had been detoxified 
by the addition of formalin, giving 
toxoid, could be used for injection 
into humans to produce immunity to 
diphtheria. 

In general, those are the methods 
which are available and used for the 
prevention of disease by immuniz- 
ation. First, a very mild disease may 
be substituted for an extremely 
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dangerous one, as in vaccination 
against smallpox; secondly, weakened 
or killed germs may be inoculated to 
induce immunity against the diseases 
caused by these germs when living, 
as in vaccination against yellow fever, 
typhoid fever, and whooping cough; 
finally, in a few instances such as 
scarlet fever, diphtheria and tetanus, 
the toxin, or the toxin after it has 
been rendered non-poisonous by for- 
malin, i.e. toxoid, is used to cause the 
production of antitoxin and thus 
provide immunity. 

Now I would like to look at one or 
two specific examples. First, we 
might think of smallpox. We are apt 
at times to forget that there is such a 
disease because in vaccinated com- 
munities it has become a medical 
curiosity, just as has typhoid fever. 
But let me read you a quotation and 
then give you some figures to show 
what smallpox can mean. 


‘That disease, over which science has since 
achieved a succession of glorious and benefi- 
cent victories, was then the most terrible of 
all the ministers of death. The havoc of the 
plague has been far more rapid, but the 
plague had visited our shores only once or 
twice within living memory; and the small- 
pox was always present, filling the church- 
yards with corpses, tormenting with constant 
fears all whom it had not yet stricken, leaving 
on those whose lives it spared hideous traces 
of its power, turning the babe into a change- 
ling at which the mother shuddered, and 
making the eyes and cheeks of the betrothed 
maiden objects of horror to her lover.” 


That description by Macaulay is 
vivid indeed, but we might emphasize 
it still further with a few specific 
examples of the ravages of smallpox. 
It is estimated that five and one-half 
million Mexican Indians died of small- 
pox after the disease was introduced 
by the Spaniards. In Iceland, in 
1707, 18,000 persons died of smallpox 
out of a population of 50,000. The 
disease was introduced into Boston 
in 1721, and 6,000 persons were at- 
tacked out of a population of 10,565. 
We do not need to go so far back for 
such examples. In 1885 in Montreal 
there were 3,000 deaths and 25,000 
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cases in a population of 120,000. 
Those figures to me are suggestive of 
the effects of an atomic bomb. Such 
examples could be added to indefinite- 
ly, and we know that neglect of vacci- 
nation may leave us little better off 
than in the pre-Jennerian period. The 
experience in Montreal was all the 
lesson needed for the Province of 
Quebec. Since that time, vaccination 
has been faithfully carried out and 
Quebec has an enviable record in 
regard to this disease. Since 1918 
there have been no deaths and since 
1930 no cases in Montreal. Surely 
this is emphasis enough. There is 
only one thing to do, and that is to 
vaccinate and revaccinate our popu- 
lation, both for the protection of the 
individual and of our society. This 
vaccination should be carried out in 
infancy, repeated at school entrance 
and again should the disease appear. 
It isa safe procedure and with modern 
technique leaves a negligible scar. It 
remains the best immunizing proce- 
dure that we have. 

Next we might turn our attention 
to diphtheria. Again, I would like to 
give you some figures to show the 
effect of immunization against this 
disease. The important date, in this 
case, is 1923, when Ramon discovered 
diphtheria toxoid. The picture has 
changed dramatically since that time. 
For instance, in New York City, the 
average number of cases of diphtheria 
per year from 1910 to 1919 was 
14,282. In 19438, with a much 
larger population, there were only 
281 cases. That, to me, isa staggering 
difference, and you will remember, as 
I pointed out earlier, that other com- 
municable diseases have gone on at 
the same high rates as ever, such as 
measles, chicken pox, and so forth. 
Now, of course, we do not have to 
look to the United States for results 
of this kind. In Toronto, in 1920, 
there were 2,256 cases with 224 
deaths while in 1940 there were no 
cases. Other cities in Ontario, for 
instance Hamilton and Brantford, 
have done even better. There have 
been no cases in those cities since 
1934. Such results are due entirely 
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to the use of diphtheria toxoid. 
Diphtheria is a disease of childhood 
and consequently the toxoid must be 
used at an early age. It is entirely 
safe and gives little or no reaction. 
it is recommended that toxoid be 
started at the age of six months. 
Three small doses are given three 
weeks apart and then a booster dose 
or reinforcing dose is given at school 
age or even earlier. This booster dose 
is extremely important because the 
immunity to the first three doses may 
wear off. In communities where such 
a program has been followed for a high 
percentage of infants and children, 
results similar to those which I have 
indicated have been obtained, but in 
areas where toxoid has not been 
employed diphtheria has not been 
controlled. In the countries of Eu- 
rope, where war has upset public- 
health organization, diphtheria is 
showing a tremendous resurgence. 
Now, briefly, a word about whoop- 
ing cough. I would like to tell you a 
story. It isa true story. Two doctors, 
husband and wife, decided to carry 
out an experiment. It was a very 
courageous experiment. They had 
four children, aged 6, twins 8, and a 
child of 10. They wished to establish 
the value of whooping-cough vaccine, 
so they took two of the children, in- 
cluding one of the twins, and im- 
munized them with the vaccine. The 
other two were not vaccinated. After 
waiting for the vaccine to take full 
effect, they sprayed living whooping- 
cough bacilli into the noses and 
throats of all four children. The 
result was that the two who had re- 
ceived the vaccine remained entirely 
well while the two unvaccinated 
children came down with severe 
whooping cough. That is strong evi- 
dence that whooping-cough vaccine 
will protect children, and that evi- 
dence is further borne out by the 
experience of paediatricians all over 
Canada and the United States. They 
now rarely see whooping cough in their 
private practice. Furthermore, 
large surveys or studies have been 
conducted in many places and the 
great majority of these have shown 
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about an 80 per cent reduction in 
whooping cough and when it did 
occur in the vaccinated it was 
much milder. Whooping cough 
is an important disease. It causes 
more deaths in children under two 
than diphtheria, measles and scarlet 
fever together. That also indicates 
that it is a disease of early years of 
life. Therefore, whooping-cough vac- 
cine should be given early and it is 
recommended that this immunization 
should commence about the age of 
six months. Three inoculations three 
weeks apart are given and a booster 
dose administered a year and two 
years later and again at school age. 
Since whooping-cough vaccine and 
diphtheria toxoid are both given at 
about the same time, these two im- 
munizing agents have been prepared 
as a mixture so that both can be given 
together. This simplifies immuniz- 
ation programs. 

Another important disease of child- 
hood is scarlet fever. There is no 


doubt but that immunization with 
scarlet fever toxin will prevent the 
disease in approximately 80 per cent 


of those immunized. Health officers 
who are using it on a large scale 
in their communities are reporting 
favourably as to its value. In this 
case 5 doses are required, with 1 week 
between doses. 

Finally, a word about lockjaw or 
tetanus. This disease is not common 
and is scarcely a _ public health 
problem. However, when it does 
occur, it is usually fatal, and 31 
children have died of tetanus in the 
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Hospital for Sick Children, Toronto, 
since 1920. The lockjaw germ gets 
into cuts, scratches, abrasions and 
particularly deep wounds, so that 
it has always been an important 
problem of military medicine. Fortu- 
nately, tetanus toxoid was available 
at the start of this war and asa result 
of its use for our troops there were 
only two mild cases in our army. This 
is a wonderful record. Tetanus toxoid 
is a highly effective immunizing agent 
and we believe that its use should be 
general for infants and children to 
protect them against the possibilities 
of this ‘‘ terrifying and painful illness’. 
It, too, can be combined with other 
antigens. 

There are other immunizing agents 
such as yellow fever and cholera 
vaccines which are of great im- 
portance but which do not need to 
concern us here. 

In summary, then, | would like to 
re-emphasize that immunization is 
the best and most effective means of 
protection against communicable dis- 
ease. The immunizing agents are of 
various kinds, as I have indicated. 
They are eminently safe and it is only 
a matter of common sanity on the 
part of parents to have their children 
protected where such protection can 
be had. We owe a tremendous debt 
to the scientists who have developed 
these means of protection, to the 
official public health organizations and 
doctors who carry them out, and to 
voluntary organizations which take 
such an active interest in promoting 
public welfare in this way. 





HEALTH UNIT REPORTS 
THE USE OF D.D.T. IN THE PEACE RIVER HEALTH UNIT 


J. F. MURRELL, C.S.1.(C.) 
Sanitary Inspector 
Peace River Health Unit 
Pouce Coupe, B.C. 


HE PEACE RIVER AREA 

customarily suffers from a very 
heavy fly population, both house 
flies and blow flies. The latter make 
their appearance early in the summer 
and are particularly noticeable before 
the house flies become numerous. 
Towards the end of June, 1945, a 
supply of five pounds of D.D.T. 
powder was received from _ the 
Division of Entomology, Dominion 
Department of Agriculture, for use 
in the control of these pests. 

It so happened that the fly nuisance 
was very light in 1945, due mainly 
to natural causes. A late spring 


followed by cool weather in early 
summer with a sudden change to 
hot, dry weather late in July re- 


tarded hatching. Suitable breeding 
sites were reduced to a minimum 
since the right combination of tem- 
perature and moisture was lacking. 
As a result, the fly population was 
very much below normal and was 
not a serious nuisance. 

Public eating places and meat 
markets made effective use of fly- 
traps. No doubt also the improve- 
ments in sanitation during the past 
three summers have been a factor in 
reducing the fly nuisance. In any 
event, opportunities for effective 
demonstrations of D.D.T. were not 
as numerous as had been anticipated. 
On those occasions when it was used 
it proved very effective. A 5 per 
cent solution in coal oil was used in 
each being applied with a 
brush or hand sprayer as found 
convenient. 

1. August 22nd—A private resi- 
dence at Montney was treated. Flies 


case, 


were numerous due to the proximity 
of an open privy, horse stable, and 
manure piles. Woodwork in the 
kitchen, including door and window 
frames and trimming, window sash, 
edges of cupboards and shelves, etc., 
were sprayed. All woodwork was 
paint-finished. Screen doors and 
window screens throughout the house 
were also thoroughly treated. The 
housewife subsequently reported that 
the treatment was effective and kept 
the kitchen practically free from flies 
for two weeks. At the end of that 
time she housecleaned and by wash- 
ing the woodwork removed any 
residual of D.D.T. 

2. August 23rd—A _two-roomed 
cottage in Fort St. John, occupied 
by the District Nurse, was treated 
by applying the D.D.T. solution by a 
brush to door and window finish, 
cupboards, moulding, basement of 
light fixtures and other protruding 
surfaces. A report received from 
the occupants a month later was that 
for three weeks after treatment dead 
flies were swept up once every 24 
hours. The D.D.T. continued to 
kill a goodly number of flies daily 
during that period, keeping the 
premises practically clear of flies. 
After three weeks it appeared to 
become less effective, but was still 
killing some flies at the end of a 
month. 

3. August 22nd—Five per cent 
D.D.T. solution was used in a log 
house where a heavy infestation of 
bed-bugs was reported. The building 
would have been very difficult to 
fumigate with cyanide as it was not 
air-tight and would have been difficult 
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to seal properly. It was an old log 
building, about 16’ by 24’, a single 
room with a rough board flooring, 
no ceiling and a high pitched roof. 
The walls were of peeled logs, old, 
dry and cracked. Spaces between 
the logs were filled on the inside 
with a mixture of sawdust and paste, 
which was porous ard offered ex- 
cellent harbourage for bugs. The 
outside was plastered with clay and 
cow dung. 

The occupants, man and wife and 
one child, live in filth and poverty 
with no proper furniture. Make- 
shift beds and rough benches and an 
immense accumulation of rubbish, old 
clothes, etc., no doubt aggravate the 
condition. No evidence of bugs was 
visible, but the occupants reported 
that they had become such a pest 
all members of the family had been 
sleeping outdoors during the summer 
in order to escape them. 

A pressure sprayer would have 
been necessary to properly treat the 
whole building. We contented our- 
selves with thoroughly soaking the 
floor and the walls, where the beds 
had been located, to a height of 
about 214’ from the floor. We also 
sprayed the bedsteads. Treatment 
took about two hours and by that 
time nearly all flies in the place— 
and they were numerous—had died. 
Soon after the D.D.T. solution had 
been applied to the walls, bugs began 
to appear, brought out either by the 
D.D.T. or by the smell of the coal 
oil. They came out in dozens, 
showing evidence of paralysis, and 
died rapidly. They were so numerous 
as to defy counting. Many dropped 
to the floor and 40 were counted on 
one board 8’ by 10”. 

Unfortunately this place is located 
away out in the country and road 
conditions have prevented subsequent 
inspection. A report was received 
indirectly by word of mouth from the 
householder several months later 
stating that dead bed-bugs continued 
to be found every morning, but in 
decreasing numbers, for weeks after- 
wards, and for the time being at 
least, the nuisance was stopped. 
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We have no final report and cannot 
say whether a complete kill was 
obtained. 

4. In September when cooler nights 
drove the flies in-doors, the fly 
nuisance became more noticeable and 
I treated the kitchen in my own 
home, applying D.D.T. solution with 
a brush to the woodwork and the 
screens. Dead flies were swept up 
daily and were in evidence for from 
three to four weeks, during which 
time the kitchen was practically free 
from flies. By the end of a month 
the effect was less noticeable, suggest- 
ing that the residual toxicity was 
relatively light beyond 30 days. 

5. In October there were more 
flies in restaurants than at any time 
during the summer. On October 
18th the dining room of the B.C. 
Café, Fort St. John, was treated in 
the evening after closing. The ceiling 
was beam-panelled, the upper walls 
panelled, and the place painted 
throughout. D.D.T. solution was 
applied with a brush to all pro- 
truding surfaces on the ceiling and 
walls down to a height of 5’ above 
the floor. About two-thirds of a pint 
of 5 per cent solution was used and 
the job took about an hour. At the 
end of that time all flies in the room 
(and they were numerous) were dead. 
The proprietor reported the premises 
free from flies thereafter. The 
weather changed suddenly from In- 
dian Summer to winter with sub- 
zero temperatures towards the end of 
October, and flies were no longer a 
problem. 

6. Kitchens in two other small 
restaurants, the Victory Coffee Shop 
at Dawson Creek and the Charlie 
Lake Café near Fort St. John, were 
given a light treatment late in the 
fall which resulted in an effective 
kill of flies in the premises; but due 
to the nature of the wall finish there 
was very little painted area upon 
which an oil spray could be applied 
and treatment was therefore relatively 
ineffective, beyond the first few 
days. 

Conclustons—One can hardly draw 
conclusions from this limited number 
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of tests, but I would say that they 
indicate that D.D.T. is an effective 
control measure for flies both in 
private homes and in public eating 
places. For the best results, treat- 
ment should be repeated every three 
weeks or at least once a month during 
the fly season. We found that the 
ordinary fly sprayer is not very 
suitable for treating surfaces with 
D.D.T., as the spray is too fine. 
We believe that a type of sprayer 
designed to give a coarse droplet 
spray would give quicker and better 
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coverage and the operator could 
largely avoid breathing the spray and 
would be to that extent protected 
from possible ill effects. With the 
standard type of fly sprayer now 
available, the air in the room rapidly 
becomes fairly heavily charged with 
the spray. It would appear, too, 
that D.D.T. ‘will be an effective 
control measure for bed-bug_in- 
festations and will prove particularly 
useful where cyanide fumigating is 
not practical or is too costly. 


NEWS 


Dr. G. B. Chisholm 
Named to U.N. Committee 


Dr. G. B. CutsHoLtm, Deputy 
Minister of National Health in the 
Department of National Health and 
Welfare, has returned to Canada after 
serving as a member of the technical 
preparatory committee to plan an 
international health conference. The 
calling of a conference to establish 
an international health organization 
was first suggested by the Brazilian 
and Chinese delegations, with Cana- 
dian support, at the San Francisco 
conference early last summer. The 
technical preparatory committee was 
set up by the Economic and Social 
Council of the United Nations and 
met in Paris on March 18th. Mem- 
bers of the committee were appointed 
by the Council from among the lead- 
ing medical scientists of the fifty 
member-states of U.N. 


Vitamin Regulations 


CHANGES IN THE REGULATIONS 
covering the labelling and advertising 
of products containing vitamins have 
been announced by the Honourable 
Brooke Claxton, Minister of National 
Health and Welfare. 

Under the new regulations, which 
amend those issued last October, a 
food may be advertised as ‘“‘a good 
dietary source” of vitamin D if the 
food, as ordinarily prepared as di- 


rected on the label, contributes not 
less than 160 International Units of 
vitamin D in a reasonable daily 
intake. 

The product most affected by this 
revision in the regulations is irradiated 
milk. 

To avoid the necessity of biological 
assays, the vitamin E content of 
products is to be shown in milligrams 
instead of International Units, and 
stated in terms of alphatocopherol. 

If foods to which any vitamin or 
vitamin concentrate has been added 
are packaged in unit containers of 
less than 100 grams or 100 millilitres, 
the vitamin content is to be stated 
per package. 

The amended regulations, which 
are now in effect, also provide that 
the vitamin content of drugs and 
dietary supplements (except those 
dispensed in capsules, tablets, etc.) 
must be stated per gram for solids 
and per millilitre for liquids. 


Annual Meeting of the American Public 
Health Association 


THe Executive Boarp of the 
American Public Health Association 
has announced that the seventy- 
fourth annual meeting of the Asso- 
ciation will be held in Cleveland, 
Ohio, during the week of November 
11, 1946. This will be the first 
full-scale convention of the Asso- 
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ciation since 1942. In 1943 and 
1944, streamlined wartime congresses 
on public health were held, but in 
1945, for the first time in its history, 
the organization did not hold an 
annual meeting. An attendance of 
4,000 is anticipated. - 


U.N.R.R.A. Builds Emergency Medical 


Supplies 


A STOCKPILE of vaccines and_bio- 
logicals, as well as water-purifying 
equipment, is being built up in 
London by the United Nations Relief 
and Rehabilitation Administration 
to be ready to combat possible out- 
breaks of epidemics. The reserve 
stock of supplies is being acquired 
from sources both in the United 
States and the United Kingdom. 

Arrangements have been made 
for packaging the supplies so that 
they can be shipped by air and thus 
can be flown immediately to the 
scene of any outbreak of disease in 
countries where the agency operates. 
Because London is close to most of 
these countries, the stockpile is stored 
there. Included among the supplies 
are diphtheria antitoxin, toxoid, and 
Schick-test toxin; smallpox vaccine; 
tetanus antitoxin; and vaccines for 
use against plague, typhus, and gas 
gangrene. 

The purifying equipment includes 
24 portable gasoline engines with 
hypo-chlorinating units capable of 
processing 50 gallons of water per 
minute for drinking and _ hospital 
purposes as well as a dozen other 
purifying outfits. All of these units 
also are capable of shipment by air. 


Appointment of Dr. F. S. Burke as Chief 
of the Division of Blindness Control 


Dr. F. S. Burke of Ottawa has 
been appointed Chief of the Division 
of Blindness Control in the Depart- 
ment of National Health and Welfare. 
As head of the new division, Dr. 
Burke will undertake a thorough 
investigation of the whole problem 
of blindness, including prevention, 
treatment, and training. Prior to 
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his present appointment, Dr. Burke 
was in charge of the foreign relations 
section of the Department of 
Veterans’ Affairs and medical ad- 
viser to the Department of Finance 
on pensions to civilian blind. 

While head of the Medical In- 
vestigation Division of the Depart- 
ment of Pensions and National 
Health, Dr. Burke carried out a five- 
year study of illness in the Civil 
Service. He originated and de- 
veloped a standard morbidity code 
which was adopted at the outbreak 
of war by the army medical services, 
the Canadian Pension Commission, 
and the treatment branch of the 
Department of Pensions and National 
Health. For his study, ‘Deaths 
among War Pensioners”, which had a 
far-reaching effect on the Canadian 
medical conduct of World War II, 
he was awarded the medal of the 
Professional Institute of the Civil 
Service in 1941. He is one of the 
Canadian representatives at present 
studying consolidation of  inter-. 
national mortality and morbidity 
codes at the request of an inter- 
national commission. 

Dr. Burke is a graduate of the 
University of Toronto and served 
overseas for five years in World 
War I. He went to Ottawa in 1929 
after having been for some years 
Director of Medical Services for the 
Toronto Department of Public 
Health. 


Appointments in the Edmonton Indian 
Health Services Hospital 


THE Hon. BROOKE CLAXTON has 
announced the appointments of Col. 
E. L. Stone, C.M.G., of Ottawa, as 
Chief Administrative Officer, and of 
Dr. Herbert Meltzer of Ninette, 
Man., as Medical Director, of the 
Edmonton Indian Health Services 
Hospital. Col. Stone will also be 
senior administrative officer for Indian 
health services in Alberta, the North- 
west Territories and Yukon, while 
Dr. Meltzer will be available in a 
teaching or consultative capacity to 
the Faculty of Medicine, University 
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of Alberta, and for provincial tuber- 
culosis control work. 

Under an agreement with the 
Department of Veterans’ Affairs, up 
to 100 tuberculous veterans of World 
War II will be treated in this hospital, 
which was formerly the Edmonton 
Military Hospital (Jesuit College). 

A graduate in medicine from 
Queen’s University, Col. Stone served 
in the Royal Army Medical Corps in 
World War | and was named a 
C.M.G. for his outstanding work. 
He joined the government service in 
1922 and was stationed at Norway 
House, Man., in charge of Indian 
medical services, until 1928 when he 
went to Ottawa. In 1940 he left his 
post as superintendent of medical 
services, Indian Affairs Branch, De- 
partment of Mines and Resources, to 
rejoin the R.C.A.M.C., in which he 
served as embarkation medical officer 
and later as medical adviser to the 
director of movement. 

Dr. Meltzer graduated in medicine 
from the University of Manitoba in 
1929 and did postgraduate work in 


New York City, Minneapolis, and 


Ann Arbor. For a time he engaged 
in general practice at Baldur, Man., 
and later became senior physician at 
the Ninette sanatorium. From 1935 
until his enlistment in the Royal 
Canadian Army Medical Corps in 
1941, he was chest surgeon for the 
Sanatorium Board of Manitoba, and 
is recognized as among the out- 
standing thoracic surgeons on this 
continent. He recently returned from 
overseas, where he served as a surgical 
specialist. 


British Columbia 


On FesRuARY Ist the Division of 
Venereal Disease Control inaugurated 
a plan of having frequent showings of 
venereal disease control films in the 
Vancouver Clinic, for the information 
of clinic patients. These showings 
have been considered very successful, 
and great interest has been mani- 
fested by the patients. 


TUBERCULOSIS Division. — The 
twenty-five acre property in Van- 


OF PUBLIC HEALTH Vol. 37 


couver on which the new provincial 
sanatorium is to be erected has been 
cleared. 

During the month of January, the 
mass X-ray survey program com- 
pleted 14,258 examinations. 

The complete equipment for the 
new diagnostic and survey clinic of 
the Division of Tuberculosis Control 
in the City of New Westminster has 
arrived and this clinic is now in full 
operation. 


NUTRITION SuRvEY.—The_nutri- 
tion survey, carried out in the 
Province during the six weeks com- 
mencing January 7th, was one in 
which the Division of Nutrition of 
the Department of National Health 
and Welfare, Nutrition Services of 
the Provincial Board of Health, and 
Nutrition Services of the Red Cross 
Society co-operated with local health 
organizations. The five areas 
throughout the province in which the 
survey was conducted were Van- 
couver, Nanaimo, Abbotsford, Prince 
George, and Vernon. Over 1,500 
school children, the majority ages six 
to twelve, were examined during the 
six weeks. Follow-up work, based on 
the survey results, will be carried on 
in the communities by local health 
personnel. 


Alberta 


A COMPREHENSIVE two-year survey 
covering Western Canada from Man- 
itoba to the Pacific coast, and the 
northern part of the Western United 
States from Minnesota to Washing- 
ton, has revealed that rats are well 
established in all of this area with the 
exception of the Province of Alberta. 
This places Alberta in the enviable 
position of being the only large 
populated area in North America 
that is free from rats. However, it is 
doubtful if this position will be long 
maintained, as the survey indicated 
that rats are approaching our borders 
at a rate of approximately three miles 
a year. 

There has been much discussion as 
to why rats have not heretofore be- 
come established, and many theories 
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have been advanced. These theories 
maintained that the topographical 
and climatological conditions were 
such that rats could not exist here. 
The fallacy of such theories becomes 
apparent when one stops to consider 
the world-wide distribution of rats 
and the fact that they exist in other 
parts of the world where similar 
conditions are present. 

It is unfortunate that the rat 
problem in Western Canada was not 
investigated twenty years ago, for 
at that time definite controls could 
have been established which would 
have retarded their spread over the 
prairie region. At that time a control 
campaign, if properly organized and 
carried on, would have been of great 
help in holding the rat population in 
check, if not actually decreasing it. 

The Alberta Department of Public 
Health is vitally interested in the 
rat problem, not only from a health 
viewpoint but also because of the 
fact that rats do a terrific amount of 
damage to buildings and foodstuffs 
annually. It is true, of course, that 
the plague problem existing in this 
province would be greatly aggra- 
vated if rats were to become estab- 
lished here. 

It is consistently demonstrated 
that the people of this province are 
“rat-conscious’”” and they do not 
want rats to become established here. 
This attitude on the part of the public 
is of great assistance in the carrying 
on of the rat-exclusion program of 
the Department of Health, for it 
means that as soon as the rat or rats 
appear in any part of the province, 
the Department is immediately noti- 
fied and, of course, the rat or the rats 
are destroyed forthwith. 

Facts and figures can be used to 
prove that it is far cheaper and 
better to spend a fairly large sum of 
money to ensure rat exclusion rather 
than to wait until rats become 
established and then attempt to 
control them. It is estimated that 
the cost of maintenance for the 
present rat population in Canada 
exceeds 20 million dollars annually; 
this does not include the losses from 
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the destruction of food, property and 
merchandise, which undoubtedly 
would amount approximately to an- 
other 5 million dollars annually. 

We know that the rats ultimately 
will arrive in Alberta, but they will 
not become established here without 
waging a full-scale battle for exist- 
ence. It is the intention of the 
Department of Health to keep rats 
out of this province as long as 
possible, and to do this we are 
maintaining a close watch on our 
east, south and west boundaries. 
If rats get in here, they will be 
greeted with poisons, traps and bul- 
lets—J. H. Brown, M.Sc., Public 


Health Entomologist, Provincial De- 
partment of Public Health, Edmonton. 


Mr. D. B. Menztés, Director of 
the Division of Sanitation for the 
Province, has left the Department of 
Public Health to become one of 
Edmonton’s city commissioners. Mr. 
Menzies has been with the Depart- 
ment for eleven years. Mr. D. R. 
Stanley, an ex-member of the 
R.C.A.F. and a graduate of the 
University of Alberta, has been 
appointed to succeed him. 


UNDER THE CHAIRMANSHIP of Mr. 
J. H. Brown, M.Sc., the second 
annual university refresher course for 
sanitary inspectors is being planned 
for the spring. The course will 
include both lecture and laboratory 
periods, and one day will be devoted 
to discussion between the sanitation 
personnel and representatives of the 
Alberta Liquor Control Board and 
of the Alberta Hotel Keepers Asso- 
ciation. The subjects offered will 
include: public health, bacteriology, 
vital statistics, audio-visual educa- 
tion, entomology, communicable 
diseases, dairying, nutrition and 
health, environmental sanitation, 
aids for extension and education in 
sanitation; sanitation problems asso- 
ciated with food-handling establish- 
ments, beverage rooms, tourist camps; 
and recreation and sanitation. The 
course will be held in Edmonton and 
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will occupy one week. An attend- 
ance of twenty-five is expected. 


PLans for the annual spring con- 
ference of the nurses serving under 
the Division of Public Health Nursing 
are again under way. These con- 
ferences take the form of practical 
discussion periods on common prob- 
lems, and specialists in the various 
areas pertaining to the nurses’ work 
in the field are brought in to give 
up-to-date information and answer 
questions. The conferences usually 
occupy three days. An attendance 
of approximately fifty nurses is ex- 
pected this year, including district 
nurses, nurses from one-nurse health 
units, and nurses from the child 
welfare clinics in the Province. 


Saskatchewan 


SUCCESSFUL sCHOOLs for food 
handlers have been conducted in a 
number of larger centres of the 
province as a joint undertaking of 
the Division of Sanitation and the 
Division of Health Education. At- 
tendance (250) was largest in a city 
where recently 38 people suffered 
from staphylococcus food poisoning 
after eating pudding in a restaurant. 
Keen public interest is being shown 
and the general public is being ad- 
mitted to the schools as long as seats 
are available. 





SASKATCHEWAN'S AIR AMBULANCE 
SERVICE was inaugurated on Feb- 
ruary 3, a day sooner than intended, 
when an emergency patient was 
brought 56 air-miles from her farm 
home at Liberty, Sask., to Regina. 
The patient died later in hospital. 
Since then, in 21 days when the 
weather was fit for flying, 29 emer- 
gency patients have been picked up 
in remote, isolated and snowbound 
places, and whisked to urban hospital 
and medical service. Typical cases 
were: cardiac failure, pneumonia, 
tetanus, meningitis, cerebral haemor- 
rage, ruptured appendix, perforated 
gastric ulcer, accidental abortion. 
Although with one exception, land- 
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ings for patients have been made in 
unprepared fields, mostly pastures 
and stubble, service has been main- 
tained without a mishap. Patients 
are taken only to licensed airports. 





Dr. Cecit G. SHEPs, who recently 
retired as district Venereal Disease 
Control Officer of Military District 
No. 12, has been appointed Assistant 
Deputy Minister of Public Health. 
Dr. Sheps will be in charge of regional 
public health and health services, 
medical services, air ambulance ser- 
vices, health education, and two pro- 
grams which are soon to be instituted, 
dental services and hygiene and 
maternal and child welfare. 

A graduate in medicine from the 
University of Manitoba, Dr. Sheps 
did postgraduate work in England. 
Following experience in country prac- 
tice in both Manitoba and Sas- 
katchewan, he took up private prac- 
tice in Winnipeg until he enlisted with 
the Royal Canadian Army Medical 
Corps in 1943. During 1939 and 
1940 Dr. Sheps was Associate Di- 
rector of Youth Health Services for 
the Manitoba Department of Health 
and Public Welfare. While in Win- 
nipeg he was employed part-time by 
the City Health Department as a 
school physician. While he was 
Venereal Disease Control Officer for 
M.D. 12, he also served as Director 
of Venereal Disease Control for the 
Saskatchewan Government. 

The Province has also announced 
that tentative arrangements have 
been made for the appointment of a 
permanent chairman for the Health 
Services Planning Commission and 
that the appointment is expected to 
be made in the fall. Pending the 
selection of a permanent chairman, 
Dr. Sheps has been named acting 
chairman of the commission. 


Capt. C. G. SHEPs, director of the 
Division of Venereal Disease Control, 
reports that for the first time, it has 
been possible to obtain a reasonably 
clear picture of the extent of venereal 
disease in Saskatchewan. This has 
been due largely to the greater co- 
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operation of physicians in private 
practice. In 1944, one or more 
cases were reported by 98 physicians. 
The ratio of gonorrhoea to syphilis 
was 1.4 to 1. In 1945, there were 
reports from 203 physicians (an in- 
crease of 107 per cent) and the pro- 
portion of gonorrhoea to syphilis was 
3.2 to 1. There was an increase of 
161 per cent in the number of cases 
of venereal disease reported by phy- 
sicians. 

Cases discovered and brought to 
treatment as a result of contact 
follow-up work by specially trained 
public health nurses numbered 432 
in 1945, as compared with 183 in 
1944, an increase of 139 per cent. 

An incidence in Saskatchewan of 
245 per 100,000 population is in- 
dicated, according to Captain Sheps. 
He adds that 66 per cent of all cases 
reported were people under the age 
of 30. Fifty-five per cent of all 
cases of early syphilis and 80 per cent 
of all cases of gonorrhoea reported 
occurred in people under the age of 
30. He adds that 14 per cent of the 
population of Saskatchewan of 15 
years and older was blood-tested for 
syphilis in 1945. This occurred 
without any special blood-testing 
campaigns. It is due to constant 
public and professional education. 

Compulsory premarital blood-test- 
ing was introduced on September Ist 
following upon a special campaign of 
education amongst both the public 
and the profession regarding this law. 
This procedure has met with the 
whole-hearted co-operation of both 
the public and the medical profes- 
sion. No voiced objection has been 
evident. 


PuBLIC AMBULANCE REGULATIONS 
have been changed in Saskatchewan 
to require every ambulance to be 
equipped with a specified first-aid 
kit, which must be under direct 
control of a person holding a senior 
first-aid certificate from the St. John 
Ambulance Association. Persons in 


charge of ambulances must annually 
take the senior first-aid examination 
of the association. 





NEWS 


167 





Dr. A. F. W. PEART, who had a 
distinguished record in army hygiene 
services in Canada and in Europe, 
has been appointed medical health 
officer of Swift Current Health Re- 
gion (No. 1). He is the third full- 
time medical health officer in Sas- 
katchewan and the first to have 
charge of a rural area. Only the 
cities of Saskatoon and Regina have 
had full-time health officers in the 
past. 


Manitoba 


Dr. A. B. SEARLE, Medical Director 
of the Swan Valley Health Unit, and 
Dr. Gerard E. L’Etienne, Medical 
Director of the Ste. Anne Health 
Unit, are taking leave of absence as 
from April lst to attend the course 
leading to the Diploma in Public 
Health, at the School of Hygiene, 
University of Toronto. During his 
absence, Dr. Searle will be relieved 
in Swan Valley by Dr. Leslie Lans- 
downe, formerly of Pine Falls, Man- 
itoba, who has recently joined the 
staff of the Department of Health 
and Public Welfare. 


UNDER THE AUSPICES of the Sana- 
torium Board of Manitoba, mass 
tuberculosis surveys have recently 
been conducted (March 4th-16th) in 
the suburban municipalities of West 
Kildonan and St. James. The organ- 
izational work in the case of St. 
James was carried out by the St. 
James-St. Vital Health Unit. 

THE REPORT OF THE VENEREAL 
Disease Commission of the Manitoba 
Legislature will be tabled in the 
House before the end of the present 
session, and will be made _ public 
within a very few weeks. 





Dr. H. M. MAtcotmson, Director 
of Industrial Hygiene, Manitoba De- 
partment of Health and _ Public 
Welfare, attended a meeting of the 
Minnesota Stream Pollution Com- 
mission at Moorehead, Minnesota, on 
March 2lIst. This was a_ public 
hearing concerning the application of 
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the American Sugar Beet Company 
to construct a 2,500-ton sugar-beet 
factory near Moorehead. The brief 
filed by the company requested per- 
mission to remove 5 million gallons 
of water per day from the Red River 
of the North during the operating 
season of September Ist to January 
3lst. This water, on being returned 
to the river after the refining process, 
constitutes a potential pollution prob- 
lem, on which the Minnesota State 
Board of Health has been asked to 
make a report. 


From Marcn 20TH TO 23RD, 
officials of the Department were 
visited by Dr. D. F. Milam of the 
International Health Division, The 
Rockefeller Foundation, on loan to 
the National Department of Health 
and Welfare. He was accompanied 
by Mr. J. T. Marshall, Chief of the 
Vital Statistics Branch, Dominion 
Bureau of Statistics. At the request 
of the Department of National Health 
and Welfare, Dr. Milam is under- 
taking an epidemiological survey 
throughout Canada. He is being 
assisted in the statistical analysis by 
Mr. Marshall. Another recent visitor 
to the Department was Dr. Milton 
H. Brown, Professor of Hygiene and 
Preventive Medicine at the School 
of Hygiene, University of Toronto, 
who spent several days in Winnipeg 
in February. 


THE BUREAU OF _ INDUSTRIAL 
HYGIENE has concluded its third 
annual survey of foundry workers in 
the Province of Manitoba. Portable 
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equipment was set up at four plants 
in and around Winnipeg, and at the 
Department of Health and Public 
Welfare Building, and during the 
survey over 1,000 chest X-rays were 
taken. This survey is part of the 
annual check-up of all workers ex- 
posed to silica dust, who thus repre- 
sent a potential silicosis hazard. 
Besides the foundry workers, an 
annual survey is also made of hard- 
rock miners in the province. On the 
basis of investigations made into the 
actual amount of exposure in each 
foundry, recommendations are made 
to management for adequate dust 
control measures. 


Mr. L. B. Enctisu, B.E., who 
joined the Department of Health and 
Public Welfare as Sanitary Engineer 
in 1942, has left the Department to 
accept a position as Industrial Hy- 
giene Engineer with the Johns Man- 
ville Company at Asbestos, Quebec. 


New Brunswick 


Mayor A. M. CLarKE, R.C.A.M.C., 
has returned from overseas and has 
rejoined the New Brunswick Depart- 
ment of Health, of which he has 
been a member since 1933. He will 
have charge of tuberculosis diagnostic 
work. 

While overseas, Dr. Clarke served 
in England and Northwestern Europe. 
In England he was Officer Command- 
ing the School of Hygiene and later 
he commanded the Army Hygiene 
Section. During the six months 
preceding his return to Canada, he 
was with the Military Government. 





BOOKS 


American Medical Practice. By Bern- 


hard J. Stern, Ph.D., Lecturer in Soci- 
ology, 


Columbia University; Visiting 
Professor of Sociology, Yale University. 
New York: The Commonwealth Fund, 
1945. 156 pages. $1.50 (U.S. funds). 


Tus is not a popular, romantic history of 
medicine of the past century but a thoughtful, 
realistic account of its development in rela- 
tion to other changes and moulding forces. 
The most important of these, of course, has 
been the change from a primarily rural and 
agricultural economy and society to an urban, 
industrial one. This change has affected 
medical practice and the health of the people 
in divers ways, some beneficial, others detri- 
mental. Many of the facets of this problem 
are generally overlooked but are carefully 
outlined here and in -interesting vein. 

The chapter “Expanding Horizons of 
Medicine” makes salutary reading for 
physicians. To realize the extremely poor 
qualities of medical services and practice 
which prevailed and the low estate to which 
the profession had fallen at one time is a 
sobering thought. The high esteem which 
is now enjoyed in this age of scientific medi- 
cine, when both the curative and preventive 
branches have so much to offer, will need 
zealous guarding. This increase in stature 
has brought its own difficulties in terms of 
complexity and costliness of medical care. 
Such problems are discussed in succeeding 
chapters dealing with specialization, supply 
and distribution of physicians, patient-load, 
income of the profession and distribution of 
medical services. 

While these last chapters have a stiff base 
of statistical material, they are nevertheless 
arresting. It is from this type of foundation 
that patterns and programs for the future 
must evolve. With wide interest in social- 
ized medicine at present, such discussion and 
analysis are particularly pertinent. Also, 
much information of vital moment to phy- 
sicians in general and in particular to the 
younger men and undergraduates in regard 


to types of career open and economic ex- 
pectations is presented. 

This little volume of some 150 pages is 
surprising in the amount of material covered 
and pleasing in the manner of presentation. 
More than this, it makes an important con- 
tribution in bringing the past, present and 
future of medical practice into perspective. 
The work merits serious study and wide 
circulation. 

F. O. Wishart 


The March of Medicine in Western 
Ontario. By Edwin Seaborn, M.D., 
F.A.C.S., LL.D. Toronto: The Ryerson 
Press, 1945. 368 pages. $6.00 


Wrrn this volume, Dr. Seaborn has made 
an important contribution to the historical 
records of Canadian medicine. In addition, 
the portrayal of the life of the times and 
the social development of this section of 
province, inevitably interwoven with the main 
theme, enhances its interest and value. No 
attempt has been made to glamorize the hardi- 
hood of the early pioneers and their diffi- 
culties and trials. Their story is acourately 
depicted in simple terms. 

The book is divided into three parts deal- 
ing respectively with Indian, French and 
English medicine. The story of Indian 
medicine is dismissed in a brief eleven pages, 
which is rather disappointing as native lore 
is always fascinating. Some twenty pages 
are devoted to the section on medicine during 
the French period and while little is known 
of any activity in Western Ontario, the story 
of the outstanding French figures and the 
tragic record of smallpox among the Indians 
make interesting reading. The major por- 
tion of the book traces the development of 
medicine from the time of the conquest by 
the English to the present day. It is almost 
inevitable that the work should be of much 
greater local than general interest. So much 


‘of the colour is due to personalities and situa- 


tions affecting a restricted area, and in 
particular the University of Western Ontario, 
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that the appeal of the book will undoubtedly 
be confined within rather narrow limits. 
This does not in any way detract from its 
value as a reference work. 

A tremendous amount of effort and re- 
search has gone into the preparation of this 
volume and the enthusiasm of the author for 
his subject is readily apparent. With the 
record set down when it might have been 
lost, the value of the work should go on 
increasing with the passage of time. A 
generous use of excellent illustrations is a 
distinct asset to the text. 

F. O. Wishart 


Understanding the Normal Child. 
Victoria: Provincial Board of Health, 
1945. 23 pages. 

Tus is the first of a series of three 


pamphlets on the normal child that are 
being prepared for presentation by the Pro- 
vincial Board of Health of British Columbia. 
The other proposed publications will be en- 
titled “Protecting the Normal Child” and 
“Feeding the Normal Child”. These three 
are to be an essential part of the child health 
program of the Provincial Board of Health 
and health units of British Columbia. 

The booklet has been written as a “guide 
to the social-emotional development of the 
young child” and is designed for distribu- 
tion to parents and teachers. It is intelli- 
gently written and the authors are to be 
commended for the apparent ease with which 
they have translated technical psychological 
nomenclature into the language 
of parents. 

The subject matter is divided into: J. The 
Social-Emotional Needs of the Child; II. 
Factors in the Home which Thwart the Ful- 
fillment of These Needs; and III. Meeting 
These Needs. The latter chapter discusses 
some of the commonest behaviour problems 
of early childhood and offers a sound, sensible 
approach to their solution. The authors 


everyday 
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stress the importance of prevention rather 
than the cure of these everyday problems and 
end by appending a list of publications and 
articles that are recommended to parents and 
teachers interested in pursuing the subject 
further. 

The British Columbia Board of Health 
will send a copy to any interested person, and 
health officers who employ educational mate- 
rial of this type for distribution might do 
well to review the booklet to see if they could 
use it to advantage. 

J. H. Baillie 


Battle for Health—A Primer of Social 
Medicine. By Stephen Taylor, M.D., 
M.R.C.P. One of a series “The New 
Democracy” published by Nicholson and 
Watson, London, 1944. 128 pages. 5s net. 


Grist for the Teacher's Mill—Facts and 
Figures on Tuberculosis for Class- 
room Use. Prepared by Anne Grant, 
Field Secretary, Canadian Tuberculosis 
Association. Published by the Canadian 
Tuberculosis Association, Ottawa. 
pages. 


69 


THESE two publications did not come for 
review in the usual way, but they are 
brought to the attention of public health 
workers here, because of high merits. The 
first one, Battle for Health, is for the public, 
primarily, but can serve as well the teacher, 
the physician, and the nurse. The second, 
Grist for the Teacher’s Mill, is, primarily, 
for the teacher, but will well repay perusal 
by the nurse, the physician, and the public. 
Anyone engaged or interested in any phase 
of public health education should read these 
publications. The content of both is par- 
ticularly well selected and the presentation 
is excellent; it does not kill interest, but 
awakens and stimulates it. We need more, 
many more, like these. 
N. E. McKinnon 





ABSTRACTS 


Dental Caries Experience in Relocated 
Children Exposed to Water Contain- 
ing Fluorine 


Tuts survey of the effect of fluorine on 
dental caries was made on 2 groups of 
Japanese children at War Relocation Au- 
thority centres. One group of 120 children 
was located in California and consumed 
water containing not more than 0.1 p.p.m. of 
fluorine. The second group of 196 children 
were stationed in Arizona where the water 
consumed contained 3.0 p.p.m. of fluorine. 
The children of both groups were examined 
for dental caries early in the summer of 1943 
and 2 years later in the summer of 1945. 
Both groups had similar and adequate diets 
during this period. 

The findings were quite interesting. The 
incidence of new caries in previously non- 
carious erupted teeth among young children 
(8 to 10'years) in the fluoride group was 
reduced approximately 60 per cent as judged 
by comparison with the control group. In 
the older children, those who were 11 years 
of age or more in 1943, the incidence of 
caries was not influenced significantly by 
the presence or absence of fluorine in the 
drinking water. It was concluded that the 
teeth most protected following the use of 
fluorine containing water were those most 
recently erupted. 

Henry Klein, Pub. Health Rep., 1945, 60: 
1462. 


Diphtheria in Hull (England) 


THIs the bacterio- 
logical typing of diphtheria bacilli, cor- 
related with clinical findings, is based on the 
investigation of some 2,039 infections, mostly 
clinical cases, in the period 1938-43 inclusive. 
The method of bacteriological examination 
is described and by this method some 10 
types of C. diphtheriae were identified. Six 
different gravis types, 1 intermedius type and 
2 mitis types were recognized. In addition, 
a type called E.C. 4 and not belonging to 
gravis, intermedius or mitis was encountered. 


extensive review of 


For correlation with clinical findings the 
cases were divided into faucial, laryngeal 
and carrier groups. Of these the faucial 
cases numbered 1,825. Some 53 per cent of 
these cases were due to the intermedius type 
for the whole 6-year period and it appeared 
to be the average or standard organism for 
the area. Gravis and mitis infections were 
approximately equal in volume. The mor- 
tality rates in descending order of magnitude 
were gravis first, then intermedius and mitis. 
There were minor departures from this 
order; in 1941 and 1943 the mortality rate 
was greater for mitis than for intermedius 
infections and in the latter year the mortality 
rate for mitis approached that for the gravis 
variety. The importance of typing was shown 
by the finding of gravis type 4 in some 25 
cases, mostly mild, and with no fatalities. 
The E.C. 4 organism appeared in 1941, and 
was the commonest strain for that year and 
the most deadly. In 1942 it was less com- 
mon but still the most toxic and killing. 

An encouraging feature brought out by 
this survey was the sudden drop in toxic 
deaths in 1941 and maintained thereafter in 
spite of a high occurrence of intermedius and 
gravis infections. This change is ascribed 
to increasing immunity in the persons 
attacked. 

There were 73 typed laryngeal cases, the 
great majority of which were due to inter- 
medius or mitis organisms. Mitis strains 
were commonest, 40 per cent, among the 
carriers, and the nose was the most frequent 
source of carrier organisms. 

H. Manson Leete, J. Hyg., 1945, 44: 184. 


Transmission of Poliomyelitis by Patient 
to Patient 


AN INTENSIVE, thoroughly planned and 
executed study of various factors in regard 
to poliomyelitis was carried out in Chicago 
in the summer of 1945 and this report is a 
partial account of that work dealing with 
patient to patient contact and the incidence 
of unrecognized cases of the disease. The 
description of methods of investigation, and 
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analysis of data is detailed and appears wor- 
thy of emulation by other workers in this 
field but cannot be adequately outlined here. 

The investigation included frank cases of 
poliomyelitis, a contact group, a non-contact 
group in the immediate neighbourhood and 
a control group in more distant areas. 
There were 66 persons in contact with polio- 
myelitis cases during the infectious period 
(3 days before and 3 days after the onset 
of the prodromal period) and among these 
24 diagnosed cases of poliomyelitis and 13 
with a minor illness compatible with polio- 
myelitis. Accepting these latter cases as 
poliomyelitis, 1 child in 6 had a paralytic 
attack. This incidence of the disease among 
contacts showed the disease to be extremely 
contagious particularly among the very 
young (1% to 3% years) perhaps to the 
degree of 90 per cent and in making it com- 
parable to measles, mumps and other con- 
tagious diseases. Multiple cases in the family 
where children up to 8% years of age were 
present was the rule rather than the excep- 
tion. The disease was much less infectious in 
the older groups presumably due to an 
acquired immunity. 

Among 109 non-contact children and 115 
control children, none developed poliomyelitis. 
This result particularly among the non- 
contact children living in the immediate 
neighbourhood of the cases serves to empha- 
size by contrast the role of contact in the 
spread of the disease and to cast doubt on 
other mechanisms of spread such as insects. 

Albert E. Casey and William I. Fishbein, 


under the direction of Herman N. Bundesen, 
J. A. M. A., 1945, 129: 1141. 


The Role of Animal-type Dermatophytes 
in Human Ringworm 


Tuis article calls attention to the problem 
of ringworm, which is apparently showing a 
serious increase in Great Britain. In par- 
ticular, attention is directed to ringworm of 
animal origin and the occurrence and inci- 
dence of such infections are reviewed. It is 
apparently well-established that cats, dogs, 
horses and cattle may all be the source of 
such infections. An outbreak is described 
in which 5 persons, directly, and 4 persons 
and a cat indirectly, were infected from a 
puppy, the evidence being established by cul- 
tural examination. 
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The importance of culture tests to estab- 
lish the identity of the dermatophyte is 
stressed. Both treatment and prevention 
should be based on such identification. In 
the human type of infection harsher treat- 
ment is required than for the animal type in 
order to achieve clinical cure. Obviously an 
aetiological diagnosis is essential to epidemi- 
ological and preventive measures. The 
clinical appearance of the various lesions and 
their treatment are described. 


Bernard A. Thomas, Mary Lennox and 
J. T. Duncan, Brit. M.J., 1945, Sept. 15, 346. 


Types of Eberthella Typhosa Found in 
Georgia during the Four-Year Period 
1941-1944 

Durinc the period covered by this report, 
1941-1944, 1,485 cultures of E. typhosa, from 
845 individuals, were submitted to bacterio- 
phage typing. Of the above numbers, 1,153 
cultures (77.6 per cent) and 652 individuals 
(77.1 per cent) were successfully typed. The 
predominant types in cases were A, E and C, 
in that order. Occasional F, H and J types 
were encountered. The preponderance of 
type A is partly accounted for by the occur- 
rence of a water-borne outbreak totalling 80 
cases due to this type. Of 72 carrier strains, 
59 or 82 per cent were successfully typed, 
the great majority being types E, A and C, 
in the order named. 

Records of both cases and carriers and 
their type are kept for future reference in 
case of new typhoid outbreaks. 

Janie F. Morris, Alice Brim and T. F. 
Sellers, J. Infect. Dis., 1945, 77: 25. 


Typhoid Fever in Immunised Personnel 

Amonc 230 men of the British Liberation 
Army taking meals at one mess, there were 
79 cases of typhoid fever, an attack rate of 
30 per cent. These men had all had routine 
inoculation with “TAB” with several yearly 
doses. Apparently they encountered an 
overwhelming infection, for the course of 
the disease was severe and unmodified. In 
all, there were 9 deaths (11 per cent). In- 
vestigations of water, milk, food and food 
handlers failed to reveal the source of the 
infection. Isolation of the organism from 
cases revealed phage type “El” as the cause 
of the epidemic. 


J. Jordan and-H. Everley Jones, The 
Lancet, 1945, 11: 333. 





